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ABSTRACT
PROMOTING THE EARLY IDENTIFICATION OF INTERNALIZING PROBLEMS
IN PRELITERATE CHILDREN: DEVELOPMENT OF THE WATKINS EARLY
SELF REPORT OF INTERNALIZING PROBLEMS
SEPTEMBER 2007
MAREN L. WATKINS, BA, DREW UNIVERSITY
M.Ed., UNIVERSITY OF MASSASHUSETTS AMHERST
Ph.D., UNIVERSITY OF MASSACHUSETTS AMHERST
Directed by: Professor Gary Stoner

A variety of academic, behavioral and social problems are first identified when
children begin school as schools have an obligation to identify a child’s needs. However,
internalizing problems such as anxiety and depression often go unnoticed due to their
covert and subjective symptoms. Not readily apparent to observers, internalizing
problems may be best identified through self-report. However, without an instrument to
identify internalizing problems, children may suffer silently.
Due to developmental limitations of young children to self-report options are
limited to individual interviews, which are impractical for screening large groups of
children. Thus, the purpose of this study was to develop an instrument that could enable
children in Kindergarten and first grade to self-report their experiences of internalizing
problems, in a wide-scale screening procedure. The Watkins Early Self-Report of
Internalizing Problems (WESRIP) was created using pictures and oral administration to
enable children to independently self-report their symptoms of internalizing problems,
thus allowing large groups of children to be screened simultaneously.
Kindergarten and first grade children (n = 235) consented to the study. Three forms
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of the WESRIP containing separate test items were administered to groups of students.
The 26 items with the highest item-total correlations were chosen for the revised
WESRIP that was administered in a pre-test (n = 207) and post-test (n= 197). Teachers
completed a modified version of the Systematic Screening for Behavior Disorders
(SSBD) for concurrent validity analysis.
The WESRIP was found to have adequate internal consistency for screening
decisions, and moderate test-retest reliability for this age group. Through factor analysis,
two distinct factors were identified, “Physical and Emotional Manifestations of
Internalizing Problems,” and “Self-Appraisal.” However there was no relationship
between the self-report and teacher rankings, limiting concurrent validity. Without a
comparable criterion instrument, diagnostic accuracy was not feasible.
Further research is still needed in order to make the WESRIP a technically sound
and useful tool. The WESRIP may one day serve to validly and reliably screen children
who could benefit from further assessment and ultimately benefit children through early
identification of internalizing problems and improved outcomes.
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CHAPTER 1
STATEMENT OF THE PROBLEM
Schools as Screening Agents
The primary purpose of schooling is the education of children. However, schools
also provide childcare and serve as a mechanism for instilling societal morals and codes
of conduct. Another important function served by the common experience of schooling
is to provide opportunities to screen for the things that may impede children from
reaching their fullest potential. On a regular basis, children in schools are screened for
hearing and vision problems, as well as early literacy and math skills. Furthermore,
educators are readily aware of identifying children who present with disruptive behavior
problems, such as Attention-Deficit/Hyperactivity Disorder (ADHD) and any other sort
of behavior problem that intrudes on the learning environment. However, problems that
are frequently overlooked and equally serious as the aforementioned concerns are
internalizing disorders.
Depression, anxiety and somatization are considered “internalizing disorders,”
and are not readily obvious to the casual observer, especially when disruptive behaviors
of others are also present. Nonetheless, internalizing disorders can have a life-long
negative impact on the individual. These disorders can be debilitating, impairing school
progress and social relationships and even worse, leading to potentially fatal
consequences. Due to the less observable symptoms of internalizing disorders, one of the
best methods of identifying these problems is through self-report. However, without
actively seeking out self-reports individuals may not come forward with their problems.
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and they may go unnoticed until the disorder intensifies, which is when the observable
symptoms become more apparent.
The practices of early prevention and intervention are potentiated through
working with children in schools. According to the School Psychology: Blueprint for
Training and Practice III, “schools must attend to general health, mental health, and
welfare in order to ensure effective academic development, and school psychologists
should provide leadership in these areas” (Ysseldyke, Bums, Dawson, Kelley, Morrison,
Ortiz, Rosenfeld & Telzrow, p. 19). Furthermore, “the field of intervention is predicated
on the assumption that problems such as academic failure and behavioral problems can
be averted with early detection, prevention, and intervention” (Feil, Walker & Severson,
1996, p. 3). Recognizing a problem at its earliest stage can alter its negative trajectory.
Thus, we can implement preventative procedures rather than waiting until later, and using
reactive strategies, which may be more difficult, less effective and costly. In 2003, the
Task Force on Early Mental Health Intervention published a report calling to address
missed opportunities for early childhood mental health intervention. This report
illuminated the need to ensure our nation’s children have a healthy start to life both
physically and mentally, by early identification and intervention.
A proactive approach to mental health is a cost-effective way to prevent the
further development of problems such as depression and anxiety disorders, disorders,
which are often life-long. According to Petersen, Compas, Brooks-Gunn, Stemmier, Ey,
and Grant (1993), depression is difficult to escape once it has begun, because the
individual gets caught in a pattern of alienation and withdrawal from available social
supports. Anxiety disorders experienced in childhood follow a similar path as that of
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depression, with accumulating evidence “to suggest that certain anxiety disorders in
childhood begin relatively early and, if left untreated, may span a chronic course into
adulthood” (Albano, Chorpita & Barlow, 1996, p. 197). Thus, early identification of
internalizing disorders can serve to prevent the development of a dangerous path. As
Meisels put it, “the goal (persists) of finding and helping children at the earliest age
possible” (1991, p. 26).
Multiple gating procedures are an effective way to approach screening large
groups of people, such as students in schools. This assessment process is often used to
identify academic deficits of students in schools, though it also applies to assessing
behavioral and social/emotional difficulties. In multiple gating, all students are subject to
assessment at the first level of screening, so that no individual is overlooked or ignored.
This first level of the procedure is considered to be a “universal” screening procedure.
Charlebois and Leblanc (1994), who used a multiple-gating procedure to study serious
anti-social behaviors explain that, “multiple-gating, which is considered to be a costeffective screening method for identification of children at risk... uses relatively
inexpensive ratings as a first gate and more sophisticated assessments in the following
steps” (p. 1). Since such large numbers of students are screened, group administered selfreport assessments are the most cost effective strategy, as they require the least amount of
individualized test administration. Those identified as at-risk from the first tier of
screening are targeted for a more specific, individualized assessments. Those individuals
who pass through the second level of screening, and present with the most significant
symptoms, are targeted for the most intense, individualized evaluation.
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Another example is Walker and Severson’s (1992) Systematic Screening for
Behavior Disorders (SSBD), an assessment tool that uses a multiple-gating procedure to
screen for behavior disorders in children Kindergarten through sixth grade. In the first
stage of the SSBD, teachers rank all of their students on internalizing and externalizing
behavior dimensions. Since pools of regular classroom students are assessed, all children
are subject to this ranking procedure, thus making it a universal assessment. The three
children ranked highest on the externalizing and internalizing behavioral criteria from
Stage One then pass Gate One, and move into Stage Two. In this stage teachers complete
rating scales for their three highest ranked students. The children who exceed the
normative criteria based on teacher ratings pass Gate Two. During Stage Three, direct
observations are conducted on the students who have passed through Gate Two. Thus, as
multiple-gating progresses, smaller groups of children are assessed with increasing
scrutiny.
Multiple gating procedures enable different levels of prevention within a single
model. In a study utilizing a multiple-stage screening procedure to identify adolescents
with depression, Ettleson and Laurent (2002) noted, “in addition to potentially more
accurate identification, multiple-stage screening is cost effective and takes relatively little
time and effort” (p. 13). Although multiple gating and mass screening procedures are
used frequently in schools to identify reading, mathematics, vision, and hearing
problems, screening for behavioral disorders both, internalizing and externalizing are less
frequently administered. Despite the advantages of early identification screening, Sugai
and Tindal (1993) note that “Generally, the systematic assessment of social behaviors is
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rarely conducted at the systems level” compared to efforts for identifying academic
problems (p. 42).
Conducting multiple gated screening procedures for internalizing disorders
requires adequate assessment tools for each level of the process. While there are many
tools appropriate for second and third tier screenings, the first level of universal screening
presents considerable challenges, especially for early screening procedures in young
children. Assessments for the first gating procedure must be practical for group
administration where individual skills and abilities vary. A number of tools, which focus
on teacher or parent perceptions, are available for these screenings. Although teachers
and parents are valuable informants, they may lack sensitivity to the presence of certain
behavioral problems. Walker, Reavis, Rhode and Jenson (1985) note that, “as a rule,
teachers tend to over refer children with externalizing behavior disorders and to under¬
refer those with internalizing disorders” (p. 707). Therefore, to identify under-referred
problems in a universal screening requires using children as additional informants.
A thorough review of the relevant literature highlights the lack of a self-report
measure of internalizing disorders for children who cannot yet read (or read well enough)
to complete at the universal level. Since universal screening may require evaluating
children who cannot yet read, the task of implementing a universal screening becomes
extremely challenging.
This study documents the creation of a non-literacy based screening measure,
utilizing icons and pictures to enable a child without literacy skills to submit a self-report.
This self-report is based on the Diagnostic and Statistical Manual for Mental Disorders,
Fourth Edition-Text Revision (DSM-IV-TR; American Psychiatric Association, 2000)
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diagnostic criteria for depression and anxiety. Based on a literature review, additional
categories include self-esteem and interpersonal relations were also considered when
creating questions. Items from the internalizing composite of the Behavior Assessment
System for Children, Second Edition, Self Report of Personality (BASC-2 SRP) for ages
eight through eleven were referred to during the creation of this non-literate measure
(Reynolds & Kamphaus, 2004). To address issues of concurrent validity, a modified
version of Walker and Severson’s (1992) multiple-gated teacher-nomination method
would screen the children indicated by the teacher, as well as children who were not
recognized by the teacher. A universal screening procedure with a self-report tool for
pre-literate children would provide a cost-effective and proactive tool to educators and
mental health professionals.
In considering the creation of a universal-level screening tool for early
identification of internalizing disorders, it is necessary to understand what symptoms
constitute an internalizing disorder. The following section will provide further detail on
depression, anxiety, somatization and other characteristics of internalizing disorders.
Through understanding the highly subjective and covert nature of these disorders it will
become readily apparent as to why a self-report screening tool is essential for universal
assessment procedures.

Internalizing Disorders in Children
Internalizing problems are often defined by contrasting them with externalizing
problems. While internalizing problems are those that involve subjective feelings, which
are not often apparent to outside observers, externalizing problems, involve behavioral
manifestations that are easily noticed. Rothbaum and Weisz (1989) characterized
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externalizing disorders as causing suffering or distress in others while internalizing
disorders causes suffering within the self. “Internalizing disorders in children and
adolescents represents (sic) a class of disorders which are considered inner-directed.
These disorders are those in which core symptoms are associated with overcontrolled
behaviors” (Reynolds, 1992, p. 2). This would be in opposition to externalizing
disorders, which involve under controlled behaviors, such Attention-Deficit/
Hyperactivity Disorder, Oppositional Defiant Disorder and Conduct Disorder.
Despite these differences, it is important to note that internalizing and
externalizing disorders are not mutually exclusive, and Merrell (2001) observed, “the
presence of depression, anxiety or related internalizing problems does not necessarily
mean that the existence of externalizing problems is not a possibility as well” (p. 2).
These two types of disorders are often contrasted, however, thus emphasizing their most
noticeable differences. For the purpose of this research, the term “Internalizing
Problems” will be used as a broad term, to refer to symptoms, syndromes, as well as
disorders of an internalizing nature.
While the interest in both internalizing and externalizing disorders in children has
fluctuated, it appears that the study of internalizing disorders has been on the rise. Based
on a brief search using the keywords, “anxiety,” “depression,” and “children” in a
database of journals that includes children’s mental health issues (Educational Resource
Information Center; ERIC), a number of articles from the past five years reveal that
recent terrorist events, war, natural disasters, death, disease, divorce, drugs, abuse,
standardized tests and peer victimization are all issues being studies in relation to
children’s experiences with internalizing problems. Reynolds (1992) noted an increase in
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“research and clinical description in child and adolescent psychopathology for the past 15
years (p. 1).” Whereas compared to previous years, child psychopathology was focused
on problems including hyperactivity, aggression, oppositional behavior, conduct disorder,
and adjustment disorder (Reynolds, 1992). Increased attention may also have been due to
the publication of the third edition of the Diagnostic and Statistical Manual of Mental
Disorders (DSM-III), which Reynolds also noted as a source of resurgent interest in
internalizing disorders (American Psychiatric Association, 1980). The DSM series is the
major classification system in the field of psychology and mental health in the United
States, and it contains the criteria for the most common mental illnesses. When
considering the disorders classified as “internalizing” one often refers to disorders
included in the DSM. Reynolds noted that “the publication of the DSM-III resulted in an
immense interest in formal diagnostic disorders of childhood and adolescence and
affected psychologists, many of whom became cognizant of emotional problems in
children beyond those related to school performance or to behavioral excess” (1992, p.

8).
However, the DSM has not always been the best source for identifying disorders
in childhood, and “until 1968, the American psychiatric nosology provided only two
categories for preadult disorders,” Adjustment Reactions and Schizophrenic Reaction,
Childhood Type (Achenbach & McConaughy, 1992, p. 22). Although more childhood
disorder categories were added, Achenbach and McConaughy (1992) note, “these
categories were not derived from the direct study of clinical and normative samples of
children” (p.22). Additionally, the DSM makes little distinctions between adult and child
diagnoses. Although the DSM does not specify criteria for internalizing disorders.
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practitioners have developed their own clinical guidelines. When considering Major
Depressive Disorder for example, dysphoric mood or anhedonia represent two major
criteria for adults and children. However, for children, the DSM also notes that
irritability and somatic complaints are often seen in childhood depression (Merrell, 2001,
p.4). However, for anxiety disorders, no differential criteria are noted in the DSM for
diagnosing children as opposed to adults.
In the most recent DSM, the fourth edition-text revision (DSM-IV-TR; American
Psychiatric Association, 2000), a number of intemalizing-type disorders are listed. The
only section pertaining explicitly to children is, “Disorders Usually First Diagnosed in
Infancy, Childhood, or Adolescence,” which includes Separation Anxiety Disorder (p.
76). Other listings which can be considered “internalizing” and often include qualifiers
for diagnosis in children are the Mood Disorders and Anxiety Disorders. In Mood
Disorders, the DSM-IV-TR includes the following depressive disorders: Major
Depressive Disorder-Single Episode, Major Depressive Disorder-Recurrent, Dysthymic
Disorder and Depressive Disorder, NOS. Anxiety Disorders in the DSM-IV-TR includes
Panic Disorder (with or without Agoraphobia), Specific Phobia, Social Phobia (or Social
Anxiety Disorder), Generalized Anxiety Disorder (which includes Overanxious Disorder
of Childhood), and Anxiety Disorder, Not Otherwise Specified. Despite obvious
limitations to the DSM series, when it comes to diagnosing mental disorders in the
United States, the DSM is the most frequently used reference guide, providing uniformity
to the process of diagnosis.
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Depression
Despite their young age, lack of life experience or the opinion of some that
children have an undeveloped sense of self and therefore are incapable of experiencing
depression, there exists much evidence to suggest that children can and do suffer from
depression. In a study of depression in young girls (ages 5 to 8), Keenan, Hipwell, Duax,
Stouthamer-Loeber and Loeber (2004) reported a prevalence rate of depression of less
than 1%, based on DSM-IV symptoms as noted by caregiver informants. However, they
also found 30% of the girls were reported to have between 1 and 5 symptoms of
depression. Thus, while not meeting diagnostic criteria for depression, they found a
“moderate amount of variability in depressive symptoms in early childhood among girls”

(P-5).
There has been a good deal of agreement on what constitutes depressive
symptomatology. In order to identify depressive symptoms in children, one must be
aware of how depression presents itself in youth, since it may be somewhat different than
depressive symptoms experienced by adults. The symptoms for a diagnosis according to
the DSM-IV-TR (see Table 1.1) requires a child to present five of the following nine
symptoms, and these symptoms must persist for most of the day, nearly every day for two
weeks (2000, p. 168-169).
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Table 1.1
Symptoms of depression in children.
Depressed or irritable mood
Loss of pleasure
Sleep disturbance
Appetite/Weight disturbance
Psychomotor disturbance
Trouble concentrating
Worthlessness or guilt
Fatigue or loss of energy
Recurrent thoughts of death

The University of Oregon Resiliency Project identified several warning signs that may
appear in children who suffer silently from symptoms of depression. These symptoms
include: withdrawal, sadness, fatigue, self-consciousness, bashfulness, preoccupation
and tension (Davis, Reinke, Merrell & Herman, 2003 & Reinke, Davis & Herman, 2003).
In addition, the National Association of Mental Illness (NAMI) includes school refusal or
poor school performance, withdrawal from friends, frequent somatic complaints, low
motivation, cognitive disturbance, sadness, despondency, crying, loneliness, acting out
behaviors, physical upset and suicidal thoughts (Clarizio & Payette, 1990, p. 59-60).
Therefore, while the diagnostic criteria for childhood depression are the same as those for
adults, it is important for people who work with children to be knowledgeable about the
unique ways in which children may present depressive symptomatology. Despite the one
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reference to acting-out, the majority of depressive symptoms are less obvious, or at least
they are not overtly distracting.

Anxiety
Anxiety is another category of internalizing disorders that make diagnosis in
children difficult because of the broad range of characteristics that comprise the disorder.
There are a number of fears and appropriate reactions that are typical for children
depending on their age and development. According to Merrell (2001), “anxiety disorders
are an extremely broad category of problems, and the specific symptoms involved may
vary considerably from one type of anxiety disorder to another” (p. 7). Merrell goes on
to explain three primary characteristics of all anxiety disorders. First, subjective feelings
such as discomfort, fear or dread, are typically present. Second, overt behaviors may
occur in the form of avoidance or withdrawal. Finally, physiological responses are
usually present and they may manifest as sweating, nausea, shaking and a state of general
physiological arousal.
There are several different types of anxiety disorders, according to the DSM-IVTR nosology. Separation Anxiety Disorder (SAD) is the anxiety disorder most
specifically affecting children. This disorder manifests as a reluctance or inability for the
child to separate from his/her parents as children practically shadow their parents (Last,
1992). Other symptoms include clinging in anticipation of separation, tantrums, crying,
screaming, school reluctance or refusal, as well as somatic complaints or general malaise.
Generalized Anxiety Disorder, which includes Overanxious Disorder of
Childhood is another anxiety disorder included in the DSM-IV-TR. According to
previous Surgeon General, David Satcher, M.D., Ph.D., children with Overanxious
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Disorder of Childhood worry excessively about most everything (U.S. Department of
Health and Human Services, 1999). Worries range from daily experiences to possible
natural disasters. These fears are persistent despite lack of judgment from others and
previous positive experiences. This type of anxiety may lead to perfectionist behaviors,
such as re-doing tasks until they are perfected. Finally, children with Overanxious
Disorder of Childhood tend to seek out approval and reassurance from others regarding
their performance.
All children experience anxiety, and some worries are considered to be typical
during different times of development. But in the case where “an age-appropriate fear is
found to be excessive (i.e., over and beyond what would be expected in a normal child of
that age) and cause impairment in functioning or high levels of distress, a psychiatric
diagnosis and intervention should probably be considered” (Last, 1992, p. 72). Some
additional psychiatric diagnoses included in the DSM-IV-TR (2000), listed under the
heading of Anxiety Disorders include panic attack with and without agoraphobia, specific
phobia, social phobia, obsessive-compulsive disorder, posttraumatic stress disorder, and
acute stress disorder. Although panic attacks are also included in the DSM-IV-TR
nosology, there is very little research in this area for young children. Last (1992)
hypothesizes that one reason for this may be due to children’s cognitive limitations and
the nature of panic attacks. Post-Traumatic Stress Disorder (PTSD) is another disorder
included in the DSM-IV-TR, and such a disorder is usually precipitated by physical or
sexual abuse.
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Somatization
Although not an official category in the DSM-IV-TR, and not to be confused with
Somatoform disorders, somatic problems are “usually viewed as an ancillary part of
internalizing disorder such as depression and anxiety rather than a separate internalizing
disorder” (Merrell, 2001, p. 10). Somatic problems include reports of physical discomfort
or illness without a medical or physical basis. “It is presumed that such symptoms are
caused by emotional distress and are psychological rather than physical in nature”
(Merrell, 2001, p. 10).
(

Other Characteristics
Although not a disorder in its own right, social withdrawal is also typical of
children with internalizing disorders. This manifests as the avoidance of developmentally
appropriate social interactions. Merrell explains that children “may lack responsiveness
to the social initiations of other children and have behavioral deficits in the particular
skills required to make and keep friends” (2001, p. 9).
Because this research focuses on the broad symptoms useful in a universal
screening, “internalizing” will be used to as a general term to refer to symptoms of any of
the anxiety or depressive disorders discussed above. Although in diagnosis it is important
for practitioners to be cognizant of the different specific features of each individual
disorder, in the interest of early identification, which may indicate a predisposition to any
one or more internalizing disorders, we need not be concerned with specific criteria.
Furthermore, internalizing disorders in children often “co-occur with one another
and often with externalizing disorders at rates typically higher than chance” (Kovacs &
Devlin, 1998, p.51). Although research suggests that there are distinctions between
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anxiety and depression, the “intercorrelations between measurements of anxiety and
depression, especially on self-report assessments, are high” (Brady & Kendall, 1992, p.
13). Thus, for the purpose of early universal screening, identifying the presence of any
symptoms associated with internalizing disorders is of particular interest. Since there is a
high rate of comorbidity, the focus of the first level of a multiple-gated screening
procedure is to identify children at risk for developing problems of an internalizing
nature.
In summary, there are a number of disorders in the DSM-IV-TR, which can be
considered of an “internalizing” nature. In young children, diagnoses are made primarily
via informant reports, from parents and teachers. While informant reports are an
essential part of screening, children themselves may also provide critical information.
Yet, little is known, or has been done regarding early screening of internalizing disorders
using young children as self-reporters.
Early Identification
Early identification and intervention are common phrases in the literature when it
comes to working with children. The earlier problems are identified, the sooner they can
be addressed and the less likely the problem will grow out of control. This is true for
reading problems and medical conditions, as well as for internalizing disorders. Kovacs
and Devlin (1998) note “a substantial portion of children and adolescents with depressive
and anxiety disorders remain at risk for these conditions as they progress into adulthood”
(p. 59). Many adults who had internalizing disorders as children suffer from mental
disorders into their adulthood. Furthermore, “if an individual has already manifested a
particular mental condition, then subsequent illness episodes should be more likely to
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represent the earlier diagnosis than a new and unrelated condition” (Kovacs & Devlin,
1998). In other words, if a person first experiences an internalizing disorder in
childhood, later episodes of mental illness will likely be of an internalizing nature as well.
However, if attempts can be made at the first sign of a disorder in childhood to rectify,
manage, or prevent future problems from occurring, many individuals would be spared
from the ongoing suffering associated with life-long mental illness.
Another possible outcome related to internalizing disorders is attempted or
completed suicide. Although not necessarily a result of internalizing disorders, suicidal
behavior is often related to internalizing disorders or their symptoms. Watkins (2005)
writes about the causes of suicidal behaviors, noting that “depression by itself is seldom
sufficient” to cause a person to attempt of commit suicide (p. 1). According to a study
conducted by Thompson, Mazza, Herting, Randell and Eggert (2005) on the roles of
anxiety, depression and hopelessness on adolescent suicidal behaviors, the authors report
that “adolescent suicidal behaviors are complex and are influenced by the effects of
multiple risk factors, notably drug involvement and lack of family support, mediated by
anxiety, depression and hopelessness” (p. 23).
Thus, chronic suffering from internalizing disorders and suicide risk are possible
outcomes related to childhood internalizing disorders. These negative trajectories may be
averted or reduced, if problems are identified and addressed early in life. While they may
not completely disappear, there is a greater chance at reducing the intensity of future
problems. Merrell (2001) notes, “The problems caused by various internalizing disorders
are not limited to their immediate symptoms and deficits. Instead, there is some ample
evidence that the consequences of internalizing problems may be extensive” and include
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diminished self-esteem, academic problems, poor social relationships, chronic mental
health problems, substance abuse, and suicidal thoughts, attempts, and completion (p.
24). Research on early interventions for internalizing behavior problems has been
promising. In a study on the effectiveness of an universal intervention for preventing
anxiety in sixth grade children in Australia, Barrett and Turner (2001) found that a
cognitive behavioral intervention delivered either by a psychologist or teacher resulted in
fewer anxious symptoms than a “usual care” group. Cognitive-Behavioral therapy has
also been found to be an effective treatment for depression and depressive symptoms
during adolescence according to a review and metanalysis by Reinecke, Ryan and Dubois
(1998).
Because early identification is essential to successful intervention, it is of the
utmost importance that we have tools available to identify children who are at-risk for
developing internalizing disorders. These tools must be both psychometrically sound,
pragmatically useful, and cost effective. The following section briefly describes some of
the tools currently available for the early identification of internalizing disorders. Tools
will be discussed more specifically in detail in the Literature Review.
Available Tools and Their Limitations
“Internalizing disorders tend to be best evaluated by direct self-report and clinical
interviews with the youngster” because symptoms tend to be subjective and innerdirected, thus not readily apparent to outside observers (Reynolds, 1992, p. 6). Despite
this, there are a limited number of tools available. In spite of their young age, children
are not developmentally, emotionally or cognitively immune to internalizing disorders.
Ialongo, Edelsohn and Kellam (2001) have suggested that young children can reliably

17

self-report anxious symptomatology in a structured interview format. They noted, the
“level of stability (for self-reports of depressive symptoms) was particularly impressive
for first graders initially in the highest quartile of depressive symptoms, all of whom
remained in the highest quartile at retest 4 months later” (p. 737). Explaining further that
the “age at which a particular cognitive milestone is reached (in relation to the ability to
experience internalizing disorders) may vary considerably across children” (p. 737).
Russell’s (1990) research suggests that preschool children can understand the causes and
consequences of basic emotions, as well as the power of word labels.
Although not measuring internalizing disorders specifically, other studies on selfreport measures with children, have also indicated that children as young as three to six
years old can provide valid and reliable self-reports of subjective experiences, such as
pain. While physical pain is notably different than emotional pain, self-reports of internal
experiences can be comparable, in considering the primary interest is that of the child’s
self-report of the experience. In a study conducted by Belter, McIntosh, Finch and Saylor
(1988), evaluating the ability of three- to six-year-old children to differentiate levels of
pain intensity using the Charleston Pediatric Pain Pictures, the authors found that
“preschool-age children are able to differentiate basic levels of pain intensity and
accurately report their pain experience with the three self-report measures” (p. 335).
Other studies have also looked at self-reports of children’s pain, and many of the
methodological issues encountered in creating a measurement scale for children’s selfreports, are similar to those encountered in creating a self-report screening tool for early
identification of internalizing symptoms in children.
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Although observing behaviors is also important when determining the severity of
a problem, once internalizing disorders become apparent to an outside observer, the
problem may have already surpassed the critical point. The most commonly used tools
include interviews and rating scales, which are most frequently completed by parents and
teachers. Although interviews can be conducted with children themselves, they are often
lengthy and not easily administered in large numbers. There are a number of inventories
available for specific disorders such as depression or anxiety, but none that are general
enough to identify the overarching category of internalizing disorders.
In the absence of a straightforward way to access children’s self-reports, children
usually are not evaluated more closely until they have been referred by a teacher or
parent. At the point where an adult notices their overt, internalized symptoms (or their
behavior is deemed to be disruptive enough), the disorder has usually fully developed.
To circumvent these problems, it would be useful to identify children at-risk for
internalizing disorders with a self-report measurement method. Typically, self-reports
list items that individuals are asked to identify as true/false, agree/disagree, or on a Likert
scale. Some commonly used self-rating scales for identifying internalizing disorders
include: the Mood and Anxiety Symptom Questionnaire (MASQ; Watson & Clark,
1991), the Revised Children’s Manifest Anxiety Scale (RCMAS; Reynolds & Richmond,
1993), the Children’s Anxiety Scale (CAS: Gillis, 1980), the Beck Depression InventorySecond Edition (BDI-II; Beck, Steer & Brown, 1996) and the Children’s Depression
Inventory (CDI; Kovacs, 1982). However, none of these self-report scales specifically
measure internalizing symptomatology for pre-literate or low-literate children. The last
two measures mentioned, the BDI-II and CDI are perhaps the two scales most relevant to
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identifying depressive symptoms in a self-report method, however, both still lack in
several ways. The CAS is perhaps the most relevant self-report for group administration
to young children, however it is specifically for anxiety and does not apply to the full
breadth of internalizing disorders.
Taking a further look at some of the measures that exist, the Beck Depression
Inventory-II is a psychometrically sound assessment self-report "developed for the
assessment of symptoms corresponding to criteria for diagnosing depressive disorders
listed in the... DSM-IV" (Arbisi, 2001). Furthermore, it can be administered to a group of
children, in a relatively short period of time, and thus it is time-effective for the school
setting. However, its downfall is that it is designed for children ages 13 and older.
Therefore, it cannot be used for young children for early identification screening. Another
self-report for depression is the Children's Depression Inventory (CDI). Although the
CDI can be administered to children as young as 8 years old, the psychometric properties
of the assessment leave much to be desired. According to KnofFs (1992) review of the
CDI in the Mental Measurements Yearbook, using the CDI may be premature because
there is not enough research to support its validity. "Construct, discriminant, and
predictive validity data are problematic...the CDI appears to vary from sample to sample
in its psychometric reactivity, making its research or clinical use difficult" (Knoff, 1992).
In summary, Knoff states that, "there is clearly a need for a sound children's depression
inventory in our field. While the CDI has the potential to be one of those scales, a great
deal more research on its own psychometric properties is needed at this time" (Knoff,
1992). There is a great need for a self-report scale that can serve to identify children with
depressive tendencies, as early, reliably and validly as possible.

20

Despite the red flags regarding the use of the CDI, a study by Ialongo, Edelsohn
and Kellam (2001) utilized this measure in their research. Their study was designed to
show that children as young as 5 and 6 years old are capable of making valid reports of
their feelings. The CDI was used in this study, as a measure of depressed mood and
feeling for first grade students, and the authors claimed that it "is among the most widely
used children's self-report measures of depression" (Ialongo et al., 2001, p.738).
Furthermore, this study modified the CDI to serve the purposes of the research question.
Modifications included: deleting several items which were not deemed relevant to
psychological well-being; using picture cues so that pre-literate children were able to
answer in a self-report format; and although it is not mentioned, the researchers
administered the CDI to children who were younger than those for whom the
measurement was designed and standardized.
Next, considering measures available for screening anxiety symptoms, the
Children's Anxiety Scale (CAS; Gillis, 1980) is a group-administered, self-report scale
for detecting symptoms of anxiety in children from Kindergarten to fifth grade. The
answer sheets contain pictures and colored circles for the child to answer items, thus it
does not require reading skills. The only problems reported by reviewers in the Mental
Measurement Yearbook, was that the CAS lacked criterion-related validity, and there
were "no correlational studies between the CAS and clinical or teacher ratings of anxiety"
(Maxwell, 1985). Finally, F.E. Sterling (1985) reviewed the CAS and reported some
concerns regarding the lack of exploration regarding a relationship between academic
achievement and anxiety. Therefore, although the CAS is a promising self-report for
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non-literate children regarding symptoms of anxiety, it is not a perfect measurement, nor
does it include other internalizing symptomatology such as symptoms of depression.
In summary, while a number of tools exist for the purposes of contributing to the
diagnosis of anxiety and/or depression, the instruments mentioned above have limitations
that must be considered in relation to the unique, subjective, introspective, and covert
nature of internalizing disorders. Based on reviews of some of the most common
assessment tools, it is apparent that no available self-report tool can adequately identify
the broad category of internalizing symptoms in pre-literate children. This lack of an
instrument is problematic for educators and mental health professionals who seek to
conduct universal screenings in the schools in which they work. Without a screening tool
that can be administered via self-report, it would be necessary to either administer
assessments individually, or to utilize adult informants. Both of these alternatives are
unsatisfactory in that individually administered interviews or rating scales with the child
would be demanding of both time and human resources, and utilizing parent and teacher
informants fails to take into account the child’s own perspective. Therefore, the creation
of a universal self-report screening tool for internalizing disorders would be beneficial.
Purpose of Study
There is a need for a universal screening tool for early identification of
internalizing symptoms in children, which does not require literacy skills. The purpose
of the current study is to create such a tool that can be used for the early identification of
children who are at-risk for developing internalizing disorders. Specifically, this research
seeks to address the overarching issues of reliability and validity by answering the
following questions:
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Research Question #1) What is the internal consistency of test items on this self-report
of internalizing symptoms for children in Kindergarten and first grade?
Hypothesis #1: It is anticipated that the self-report tool will be comprised of
items measuring the construct of internalizing disorders.
Research Question #2) What is the factor structure of this self-report of internalizing
symptoms for children in Kindergarten and first grade?
Hypothesis #2: It is hypothesized that factor analysis will identify items loading
on to particular factors, thus allowing further understanding of the variables that comprise
the construct, as measured by the self-report instrument.
Research Question #3) What is the test-retest reliability of this self-report of
internalizing symptoms for children in Kindergarten and first grade?
Hypothesis #3: It is hypothesized that this self-report of internalizing symptoms
for children Kindergarten and first grade would have psychometrically sound reliability,
producing consistent measurements between the test and retest for the same individual.
Research Question #4) What is the concurrent validity of this self-report of internalizing
symptoms for children in Kindergarten and first grade, with teacher nominations from the
modified version of the Systematic Screening of Behavior Disorders (SSBD)?
Hypothesis #4: It is hypothesized that this self-report of internalizing symptoms
for children in Kindergarten and first grade would have psychometrically sound validity,
identifying children at-risk for developing internalizing disorders, that correlates with
teacher nominations and rankings on the SSBD.
Research Question #5) What is the diagnostic accuracy of this self-report tool for
identifying children who present with symptoms of internalizing disorders?
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Hypothesis #5: It is hypothesized that this self-report tool will have adequate
specificity and sensitivity to correctly differentiate between children who are at-risk for
developing internalizing disorders and those who are not at risk, with a minimal amount
of error.
/
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CHAPTER 2
LITERATURE REVIEW
This chapter serves two primary purposes and is organized in two main sections.
First, this chapter reviews the literature on children as informants of their own feelings
and behaviors, and provides evidence that children can provide meaningful information
about their own feelings and behaviors. Second this chapter will examine and critique
technically sound instruments available to screen for internalizing disorders using the
child as a self-informant. Within this review of existing instruments the focus is on tools
where there is a child self-report component. This includes instruments designed for
parent and teacher informants that also have a child self-report component. For the
purpose of this discussion, the terms “Self-Report” and “Informant-Report” will be used
to differentiate the child reporter from the third party (parent or teacher) reporter. Several
types of tools will be reviewed including broadband instruments used to screen for a
range of behavioral and social/emotional problems including internalizing disorders,
anxiety and depression as well as narrowband tools used to screen for anxiety and/or
depression on their own. Furthermore, within the section on existing instruments, test
administration and item response formats are reviewed and discussed for instruments
used with young children.
Reliability, validity and inter-rater agreement are common threads throughout this
literature review, as these issues pertain to informant and self-reports as well as
evaluating the instruments available for gathering data about internalizing symptoms.
Whether administering an achievement or intelligence test, using an observation tool,
conducting an interview, using curriculum-based measurements, or in this case, using a
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tool to screen for symptoms of anxiety, depression or internalizing disorders in children,
it is important that if the same assessment were re-administered, the results would be
replicated. Reliability, or the consistency of an assessment tool, cannot be calculated
exactly, however it is possible to estimate reliability. As seen in Table 2.1, sometimes
authors will report multiple forms of reliability estimates and others will only include
one. One particular form of reliability that pertains to the current literature review is that
of inter-rater agreement. Inter-rater agreement refers to the correlation between the
ratings of the same behavior, using the same tool, by more than one judge. In this case,
judges can be the child, the parent or the teacher. The higher the agreement between the
judges, the more likely they are reporting what truly exists. If there are differences
between the ratings of different judges, it is more difficult to ascertain the truth, and
therefore poses more risk when making high-stakes decisions. Finally, validity is another
essential property of a tool, as it is relates to how closely the data gathered from the tool,
approximate the truth. Therefore, if a rating scale purports to measure symptoms of
depression, it is valid only if actually measures symptoms of depression.
Evaluation Procedures for Literature Review on Children as Informants
Research articles, books and book chapters on the child as a self-informant were
identified through advanced searches using the Education Resources Information Center
(ERIC) and PsycINFO search engines. In addition, articles from the sources identified
through ERIC and PsycINFO were reviewed. The following keywords were used to
search for the articles “Children,” “Self-Report,” “Informant,” “Anxiety,” “Depression,”
“Internalizing Disorders” and “Internalizing.” Article searches were delimited to 1990 to
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the present, however additional articles identified through references in the articles were
also included, and date back to 1980.
Children as Informants of Their Feelings and Behaviors: Creating the Mosaic
Picture of a Child
Children rarely refer themselves for mental health treatment—more typically, a
concerned parent or worried teacher who is disturbed by the child’s behavior will identify
a potential problem and initiate the evaluation process. While parents and teachers
provide valuable information gathered from their observations of the child in particular
settings, these third-party informants may not be readily able to relay the intimate inner
feelings and private behaviors of the child Nonetheless, a thorough evaluation includes
gathering information from multiple informants including the parents, teachers and the
child him/herself. Multiple-Informant evaluations are not new, however children’s selfreports are often overlooked during the assessment process, as some clinicians have
viewed older informants including adolescents, parents and teachers, as more capable and
accurate reporters. Yet, evidence suggests children can provide unique and sound input
regarding their mental health. In order to access this information on the child’s mental
health, special care must be taken to account for developmental cognitive differences in
children as compared to adults. Some of these differences include the need for modified
questions, and response options. When special considerations are made for the child selfreport tool, children can contribute valuable information to the assessment process.
Common practice when evaluating a child is to rely on parental or teacher reports
regarding behaviors and symptoms of concern. Similar to a crying infant with a mystery
ailment, the pediatrician will question the parents about observable behaviors as a means
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of assessing the unobservable cause of distress. When one suspects that a child is
presenting with anxiety or depression, parent and teacher interview or ratings often are
used a first approach to assessment. When Phares (1997) surveyed parents to determine
which informants they considered most accurate when rating various behaviors, parents
rated mothers as the most accurate informants of their child’s mental health in every
category of emotional and behavioral problems except for hyperactive and inattentive
behaviors. For hyperactivity and inattention, the parents rated teachers as the most
accurate informant. Further, the parents surveyed indicated that when reporting most
behavior problems, children and adolescents were generally less accurate than mother,
father and teacher informants. However, the one area where parents rated child selfreport as most accurate was when identifying internalizing and family problems. Thus,
parents in Phares’ survey indicated that children are valid self-reporters of problems of an
internalizing nature.
Informant Reports
Informant reports are based on observations of the child’s behavior, and may be
situation specific, as a teacher’s report is limited to what s/he sees in the school setting
and the parent’s report is based on observations at home. “This fundamental reliance on
others as reporters of child’s psychopathology represents a fundamental difference from
the process of diagnosis in adult psychopathology” (Stanger & Lewis, 1993, p. 107).
Rarely, would an adult seeking help for anxiety or depression, be asked to have his/her
parent and employer complete rating scales on his/her behavior. Yet, perhaps they would
benefit from multiple informants. Multi-source, multi-informant methods are considered
best practice when conducting evaluations, and will be discussed herein.
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Achenbach and McConaughey (1992), who suggest that data should be collected
from multiple informants and through multiple methods, advocate for a “Multiaxial
Assessment Model.” In this model, Axis I consists of parent data, including standardized
rating scales of both problem and adaptive areas, as well as developmental history,
problem details, and feasibility of interventions, as accessed through an interview. Next,
Axis II is comprised of teacher data. Again, rating scales would be collected and an
interview conducted for more information on the presenting problem and to assist in
developing an intervention plan. Axis III consists of cognitive test data including ability
testing, achievement information, perceptual-motor functioning, and speech and language
evaluations. Achenbach and McConaughey describe Axis IV as medical data from a
physical exam. Finally, Axis V is a direct assessment of the child, using direct
observations, structured self-reports, and an interview with the child. Similarly,
Reynolds (1992) suggests that to assess depression in young persons, a
“multidimensional perspective” be used, consisting of multiple measures, sources (e.g.,
parent, child, teacher & peer) and methods (e.g., checklists and clinical interviews; p.
169).
Also in support of a multi-informant method, Phares (1997) describes mounting
evidence that different reporters of children’s emotional and behavioral problems provide
different information on children’s behavior. In fact, research suggests that informants
are not interchangeable. Most research on assessing and diagnosing depression in
children indicates a minimal concordance across raters. This variance across informants
about a child’s depression, “while disconcerting to researchers and scientists who often
seek parsimony among measures of the same construct, may suggest that there is also not
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one ‘right’ or ‘correct’ source of information” (Reynolds, 1992, p. 193). Rather than
trying to eliminate such variability, Achenbach and McConaughey (1992) suggest that
despite the variations in reports, a “ more realistic picture may be constructed in a mosaic
fashion, whereby the contextual differences are preserved rather than obscured” (p. 25).
That is, with all informants’ reports presenting both advantages and limitations, it is
essential to gather information from as many perspectives as possible to produce a
complete representation of the concern.
Inter-Rater Agreement
Inter-rater reliability has been examined by many researchers, and has contributed
to a large body of evidence suggesting that different informants may be better at
identifying different types of symptoms. To examine the concordance between
informants Stanger and Lewis (1993) had 13-year-olds, their parents and teachers
complete parallel forms of the Child Behavior Checklist (CBCL; Achenbach, 1991). A
significant main effect of rater was found on both internalizing and externalizing scales
of the CBCL. Children were found to rate themselves significantly higher than all other
raters on all other scales. Both mothers and fathers rated their children as presenting with
more externalizing problems than the teachers reported. The lowest agreement was found
in internalizing problems between pairs where one rater was a teacher. Teachers reported
internalizing problems less frequently than mothers and children. Stanger and Lewis note
that teacher ratings of externalizing problems were the best predictor for referral to
mental health services. Yet, if teachers are often the referral source for evaluation, and
they do not report the area of concern, the child’s problem may go unnoticed. Authors
suggest that a lack of variance in teacher ratings, and situational differences in behavior
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may be the cause of lower agreement from teachers on the internalizing problems scale.
That is, children may exhibit more internalizing behaviors such as separation anxiety, at
home and around their parents.
In a study examining the behavior problems associated with depression in
elementary school-aged children, Leon, Kendall and Garber (1980) found little overlap
between parent and teacher ratings of behavior problems for depressed children. Since
behaviors are observable actions, one could hypothesize there would be more congruence
between observations of these physical manifestations related to internalizing problems.
However, Leon, Kendall and Garber found that children who were identified as depressed
by their parent’s ratings, presented with significantly more conduct problems, anxiety,
impulsive hyperactivity, learning problems, psychosomatic problems, perfectionism, and
muscle tension at home, compared to school (based on teacher ratings). At school,
teachers reported more inattentive-passivity in children who they rated as depressed,
compared to the children who they rated as not depressed. Again, differences in ratings
could be due to situational variability in child behavior or the informant’s concept of
problem symptoms.
Observable behaviors yield higher inter-informant agreement, as compared with
covert symptoms of subjective experiences, such as internalizing disorders, according to
Hodges, Gordon and Lennon (1990). When examining the relationship between parentchild agreement on the Child Assessment Schedule (CAS) interview, agreement varied
based on the type of behavior examined. High parent-child agreement was found for
conduct and behavioral problems, moderate agreement for affective symptoms and low
agreement for anxiety symptoms. Overall, the parents reported more conduct/behavior
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problems while children reported more symptoms related to separation anxiety. The
researchers concluded the most parsimonious explanation for the lack of concordance
among informants, across diagnoses is that agreement is greatest for overt behavior and
least for covert, subjective experiences such as internalizing problems. They suggest
looking to the child for information about anxiety-related symptoms, worries, somatic
symptoms, and problems related to the family, stating, for “depressive symptoms, it is
certainly preferable to directly interview the child, especially regarding internal, cognitive
phenomena” (p. 434).
Similar discrepancies between teacher and child ratings were found in a study of
anxiety in first grade children. Argulewicz and Miller (1985) reported no relation
between the order that first grade students report their levels of anxiety and the order that
teachers rank those students as presenting with anxiety. Again, when teachers do not
identify a child as anxious, it is unlikely that they will refer the child for evaluation with
the suspected disability being anxiety. Without a cause for concern, the child may not be
screened or evaluated for anxiety, and therefore will not receive services that may be of
benefit.
Examining the validity of child, parent and teacher reports of social anxiety,
DiBartolo and Grills (2006) asked different informants to make predictions about a
child’s level of social anxiety while reading in front of a video-camera (a behavioral
approach task). Considering that anxious children may try to present in a socially
desirable manner, and therefore conceal their symptoms, DiBartolo and Grills explained
that peers, teachers and clinicians might not be the best informants of the anxious child’s
symptoms. Yet, “most clinicians and researchers weigh parent report more heavily, even
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when assessing internalizing phenomena like anxiety” (p. 632). This study found poor
agreement among multiple informants when predicting anxiety, and concluded that
children were the best predictors of their own anxiety both immediately before the
behavioral approach task and three months prior to the task.
In an effort to further understand the issues related to interrater reliability when a
child is one of the raters, Phares, Compas and Howell (1989) describe two studies
conducted to address the factors affecting the similarity of reports between different
informants. In the first study, children and young adolescents, their mothers and their
teachers completed the Child Behavior Checklist (CBCL). Researchers found modest
associations between the parent and child rating (r=. 25), the parent and teacher ratings
(r=. 27) and the child and teacher ratings of total behavior problems (r=. 20). Although,
the association between teacher and child reports on internalizing disorders was not
significant, it was significant for externalizing problems. These findings were interpreted
as indicating children’s self-reports present a unique and independent perspective of their
behavior and may be affected by sources of error different from parent and teacher
informants. Thus, suggesting that the low concordance between informants may not be
due simply to differences in the situations where they observe the child.
In the second study, Phares et al. (1989) investigated how maternal and paternal
symptomatology influence the association between their reports of the child’s behavior
problems compared to the child’s self-report. To assess the parent’s symptoms, parent
participants completed the Symptom Checklist-90-Revised (SCL-90-R; Derogatis, 1983)
in addition to the CBCL. The researchers reported that the mother and father ratings of
children’s behavior problems were predicted by the parents’ own self-reports of
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psychological symptoms and those parental perceptions of child behavior are a
combination of the parent’s symptoms and the child’s actual behavior. These findings
suggest that observations as filtered through parent perspectives may be tainted by the
informant’s own conditions, and thus, not as valid as one might believe. In addition,
while parent and teacher reports are limited by the situations in which they observe the
child, such as at home or at school, self-reports may be all-inclusive as the child can
report experiences across both home and school settings.
Discrepancies between parent, teacher and self-reports of a child’s internalizing
symptoms are not limited to rating scale and checklist report formats. For example,
Thompson, Mazza, Herting, Randell & Eggert (1992) also addressed the issue of parentchild agreement of the child’s behavior problems using the Child Assessment Schedule
(CAS), a structured diagnostic interview. Thompson et al. suggest that the extent of
mother-child concordance is dependent on symptom-type. Using the interview, they
reported low-to-moderate parent child concordance across symptoms. While mothers
reported more symptoms of Attention-Deficit Disorder, school difficulties and expression
of anger, children reported more internalizing symptoms including separation anxiety,
worries and anxieties. Higher agreement between parent and child reports were found for
externalizing problems, though overall, parents tended to report more externalizing
problems while children reported more internalizing problems. Thompson et al.
concluded that parent and child reports are not interchangeable and it is best to gather
reports from both mother and child to screen for behavioral problems.
Also examining the unique nature of information provided by parent and child
informants, Jensen, Rubio-Stipec, Canino, Bird, Dulcan, Schwab-Stone and Lahey (1999)
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interviewed parent-child dyads using the Diagnostic Interview Schedule for Children,
Version 2.3 (DISC-2.3). This study focused on discrepant reports where only one of the
informants endorsed the presence of a child diagnosis, while the other informant did not.
They explain that “children directly experience and are often quite aware of their internal
states and feelings, which might make them better informants for internalizing disorders,
whereas parents who function in part to shape appropriate behavior might be better
reporters of externalizing disorders, to the extent that these conditions reflect external,
observable standards of behavior” (p. 1572). Comparing results of child interview and
parent interview data regarding internalizing disorders, Jensen et al found that children
and parents did not differ when identifying cases of anxiety disorder; however children
identified more cases of major depression and dysthymia compared to their parents. The
finding that parents and children equally identified anxiety disorders, surprised the
authors of this study who noted that some anxiety disorders may be more obvious to
parents than they are to children, perhaps because parents may be more aware of the
different types and symptoms of anxiety disorders compared to children. In particular,
parents may do quite well at reporting separation anxiety disorder, considering it consists
of more overt behaviors such as clinging and school refusal. These behaviors may be
distressing to parents, which makes it more likely to be reported as a problem. Also of
interest, Jensen et al. reported that their findings did not “lend much support to the notion
that poor parent-child agreement is explained simply by younger children’s level of
cognitive or emotional development” (p. 1577). Suggesting that even young children can
be accurate informants. Finally, based on their findings Jensen et al recommend that
multiple informants, including children, be utilized when making mental health decisions.
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explaining that every informant, even when discrepant from others involved, provides
useful information relevant to making a valid diagnosis. They explain that even when an
informant provides a discordant report, this data cannot be discarded.
Based on the research reviewed, children and adults informants present unique
and divergent perspectives on children’s behavior problems and their varying
perspectives are affected by factors including but not limited to situational specificity, the
adult informant’s symptoms, and social cognitive biases regarding children’s problem
behaviors. Without a litmus test, it must be assumed that no one informant is 100%
accurate when it comes to rating or reporting a child’s behaviors. All informants have
certain limitations and biases. Relying on informants who are not the individual of
concern may result in underreported problems. However, since children rarely self-refer
themselves for internalizing problems, and such problems tend to be the most covert and
therefore difficult to for outsiders to detect, it is the professional’s duty to seek out child
self-reports. Without actively pursuing self-reports, the mosaic portrait of the child is
significantly more abstract.

Child Self-Report
Children were once believed lack the maturity and cognitive capacity to develop
internalizing disorders such as depression and anxiety, however, mounting evidence
suggests that children do in fact experience these disorders. “Mental health and
educational professionals have only recently acknowledged the importance of identifying
internalizing symptoms in children” (Merrell, McClun, Kempf & Lund, 2002, p. 223). If
presenting with internalizing symptoms, a child’s daily life and functioning can be
adversely affected. In addition since children spend a majority of their time in school, a
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child’s learning experience may be impaired by intemalizing-type symptoms. By their
very nature, internalizing disorders are internal to the youngster and not readily
observable. Cognitive symptoms, as described by William M. Reynolds, including selfdeprecation, suicidal ideation, feelings of hopelessness and worthlessness, are hard for
others to notice or observe in a reliable manner unless a formal evaluation is taking place
(1992, p. 170). Even somatic symptoms, which are somewhat more tangible in that they
manifest physically, are not easily observed and may go unnoticed by parents or others.
Considering that children should be used as informants in a multiple-reporter
framework for assessing mental health, research on child informants will now be
examined. As a leader in the research on childhood depression, data collected by William
M. Reynolds suggests that, children are capable reporters of their symptoms of distress.
However, though a child may be capable of providing information on his or her
internalizing symptoms, in order to be useful, the data provided by the self-report must be
stable; this issue was examined by Ialongo, Edelsohn and Kellam (2001). Addressing the
prognostic power of first grader’s self-reports of depressed mood and feelings, Ialongo et
al., extended previous research on concurrent and predictive validity of self-reports using
a modified version of the Children’s Depression Inventory. They concluded that the
“level of stability was particularly impressive for first graders initially in the highest
quartile of depressive symptoms, all of whom remained in the highest quartile at retest
four months later” (p. 737). Although self-reports of depressed mood tend to become
more stable with older children, given the evidence that first graders can provide
adequately stable reports (reliability coefficient of .60 at 2-week test-retest and .44 at 4month test-retest), it is possible to make early identification of potential problems and
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intervene at an earlier age. Furthermore, after controlling for first grade achievement test
scores, reports of depressed mood in first grade strongly predicted standardized
achievement test scores in grades 4 and 5 (p. 737). Ialongo et al concluded that their data
suggest children as young as 5 or 6 years of age can serve as informants of their mood
and feelings, with adequate reliability and validity.
Test-retest reliability of children’s self-reports of depressive symptomatology was
also examined by Reynolds and Graves (1989) using the Reynolds Child Depression
Scale (RCDS), a rating scale to screen for depressive symptoms in children. Authors
note that despite a general tendency to view children as reliable reporters, due to a lack of
agreement between parent, teacher and child informants, validity is a concern. However,
given that reliability sets the lower bounds for validity, the stability of a child’s selfreport provides useful data for making decisions about mental health. Overall, Reynolds
and Graves found that elementary school-aged children are consistent in their self-reports
of depression.
Extending to even younger children, Russell (1990) examined preschooler’s
understanding of the causes and consequences of emotion. With an average age of 4years, 11-months, Russell found that children were able to differentiate causes from
consequences of emotions with both oral and visual test administration methods. This
research suggests that children from ages 4-years, 0-months, to 5-years, 11-months, have
knowledge of emotions that would enable them to report feelings at a cause and
consequence level.
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Developmental Differences and Self-Report
In the past 2 decades a major innovation in child clinical assessment has been the
move toward viewing the child as a valuable informant of his or her own behavior and
feelings. However, children are not just small adults, and therefore the method by which
information is acquired from a child must be taken into consideration when seeking a
child’s self-report. Assessment tools used with young children must be modified in order
to be developmentally appropriate for children. If self-report measures are going to be
used with young children, Argulewicz and Miller (1985) argue that children’s reading
comprehension and ability to complete rating scales must be addressed in order to
improve test validity and reliability. Flanery (1990) describes methodological
considerations including the developmental process such as intellectual functioning
(comprehension and processing of information), social cognitive processes involving
perceptions of self and others, the child’s capabilities, age appropriate procedures, the
availability of normative data for the child’s age and clinical status and generalizability.
Furthermore, considering modifications needed for a child self-report, one should note
the different symptomatology present in children compared to adults, readability of items,
and administration and response format applicability.
In a study of the validity of the Internalizing Symptoms Scale for Children
(ISSC), Merrell et al. (2002) found sound evidence that elementary-age children can
provide valid self-reports of their internalizing problem symptoms in addition to their
levels of positive and negative affectivity. The ISSC was created giving consideration to
developmental sensitivity. One age-appropriate accommodation made by creators of the
ISSC is that it can be read to the child, or by the child without affecting the results. This
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is an essential element when assessing young children who may not be able to read at all,
or cannot read well enough to complete a typical self-report. In addition, the IS SC takes
into consideration the different symptoms of anxiety and depression as presented in
children prior to puberty, such as irritable mood. Specifically, Major Depressive
Disorder presents with different symptoms at different ages, and the ISSC accounts for
this variability in the test items, thus making it age-appropriate for children ages 8 to 12.
Considering test-administration and age-appropriateness, Reynolds (1992) argues
that traditional paper and pencil self-reports should not be considered appropriate for
young children. Yet, since the quick and easy format provides a unique method of
accessing information about depressive symptoms in children, when modified, paper and
pencil methods can be used to attain a child’s self-report. In some cases, modifications
have been made to pre-existing tools, to improve their user-friendliness with young
children. In their aforementioned research on the prognostic power of young children’s
self-reports of depressed mood and feelings, Ialongo et al. (2001) modified the Children’s
Depression Inventory (CDI). While the CDI is a child self-report normed for individual
administration in clinical research settings and group administration in non-clinical
settings, Ialongo et al further adapted the rating scale for use in a group administration
without requiring any reading skills. Pictures were used to represent items and answer
choices in order to eliminate the need for reading skills. These alterations completely
eliminated the need for any reading skills, thereby enabling children who could not read,
or those who could not read well, to complete the self-report. By eliminating any literacy
or numeracy skills (needed for identifying items), Ialongo et al made administration of

the CDI appropriate for children in the first grade (approximately 6 or 7 years old), rather
than the 8 to 17 year old range that it was initially created for.
To address developmental differences in child self-report instruments. Chambers
and Johnston (2002) studied the effects of child age and the number of answers choices
on a Likert rating scale. With the hypothesis that due to a child’s cognitive limitations,
Likert-type rating scales may not be appropriate for use with younger children. Chambers
and Johnston examined how children of different ages tended to rate themselves on a
Likert-scale. They found that younger children (as compared to older children), tend to
respond in an extreme manner when rating their feelings on a questionnaire. Therefore,
they have a tendency to respond with dichotomous answer choices rather than more slight
gradations, such as on a Likert Scale. This finding led Chambers and Johnston to
conclude that, by providing only 2 response options at a time, more accurate ratings may
be possible.
A thorough evaluation requires multiple-informants, and care must be taken to
include the child self-report as one of the essential informants. Evidence has been
provided that children, even young ones, can produce accurate and stable self-reports of
their feelings and behaviors related to internalizing disorders. To insure that a valid and
reliable child self-report is acquired, it is essential to consider the symptoms experienced
by young children, their cognitive capabilities to understand items, reading skills, their
ability to complete rating scales accurately and the young child’s capability to respond to
choice options.
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Evaluation Procedures for Literature Review of Available Instruments
There are many tools available for assessing internalizing disorders in children.
Based on a search in the Mental Measurements Yearbook, there were 30 results for
“Anxiety” and “Children,” 23 results for “Depression and Children,” and 8 results for
“Internalizing” and “Children.” For consideration in this the present literature review,
tools had to be for use with children as an informant. Another requirement was that they
had to incorporate identification of depression, anxiety or “internalizing” symptoms as a
component of the instrument, or as the primary purpose of the instrument. Both
narrowband anxiety and depression scales were reviewed, as well as broadband rating
scales of behavior which included anxiety, depression and/or internalizing disorders in
addition to other behavior and social-emotional symptomatology. The terms “tool” and
“instrument” will be used herein to include formal published and unpublished tests,
standardized observations, interviews, and other measurements devices. While The
Standards for Educational and Psychological Testing (Standards; American Educational

Research Association, American Psychological Association, National Council on
Measurements in Education, 2002) use the term “test,” to refer to evaluative devices
including scales and inventories, this author has chosen to use the terms “tools” and
“instruments” to encompass all individual means of assessment (interviews, rating scales,
etc), which does not draw the same connotations as the term “test.” That is, “test,” is
often associated with distinguishing a performance as either a pass or fail relative to a
criterion, which is not appropriate in this context. Furthermore, for the purpose of this

chapter, only instruments published within the past 15 years (since 1991) were included
for review. While this period of time may include instruments with outdated norms and

42

diagnostic criteria, clinicians frequently continue to use an instrument until (and even
after) new versions are published.
Assessments and tests reviewed here were identified through library database
search engines, ERIC, PsychINFO and the Mental Measurements Yearbook, as well as
through articles, books and book chapters pertaining to assessment of internalizing
disorders in children. The Mental Measurements Yearbook is a database containing
reviews of educational skill, personality, vocational aptitude and psychological
assessments. The primaiy terms searched, alone and in combination were: Anxiety,
Depression, Internalizing and Children. Additional assessments were identified in
reviewing the literature on self-reports of internalizing disorders in children, and from the
concurrent validity research of tests reviewed.
The intent of this literature review is to provide an overview of the assessment
tools available for assessing the presence and/or severity of internalizing symptoms in
children. By reviewing what is available, it becomes apparent that there is a need for a
self-report instrument that can be completed by young children in a group-administration
format for the purpose of a universal screening. Despite the broad range of assessments
available, none such assessment tool was found to currently be available. Therefore,
while a self-report from a young child is a valuable resource in the mental health
evaluation process, this resource has not been tapped because there is no instrument by
which to access a young child’s report.
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Ages 13+
with fifth or
sixth grade
reading level.

Self-Report
Interview:
Ages 6 to 7

Self-Report
Child: Ages
8 to 11

Adolescent:
Ages 12 to
18

Child: Ages
6 to 11

Preschool:
Ages 2 to 5

Self-Report

SelfReport:
Child &
Interview.

Third Party
(Parent &
Teacher):
Preschool^
Child &
Adolescent

Split-half
reliability =.
93
Test-Retest
reliability =
.48-.86

Items read to
self or orally
administered.

Interrater
Reliability =
.69 - .77

Test-Retest
Reliability^
.70s - .90s

Internal
Consistency
= 80s - .90s

SRP-I response
options: Yes/Ne
Individually
administered
rating inventory.

Self-Report
response
options:
True/False & 4point Likert
Scale

Parent &
Teacher
response
options: 4-point
Likert Scale

Individually
administered
rating scale.

Criterion
Validity BDI has been
able to
discriminate
the level of
adjustment in

Checklist.
Substantial
concurrent
validity with
BASC.
Concurrent
Validity with
the
Achenbach
System of
Empirically
Based
Assessment
and the
Conners’
Rating
ScalesRevised
yielded very
high
correlations.
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Assessing Available Instruments
Within the review of available instruments for identifying anxiety, depression and
internalizing disorders in children, each tool will be described, and its limitations as a
universal screening tool for early childhood self-report will be discussed. An overarching
theme of all the instruments discussed in this literature review is their psychometric
properties, particularly reliability and validity. However, in addition to the importance of
an instrument’s psychometric properties, it is also essential that an instrument is
appropriate and practical. In order to be practical, an assessment’s utility must be
evaluated.
When evaluating a tool, it is critical to consider how it relates to databased
decision-making, which is essential in the field of school psychology. The Standards
(1999) is a document created by the American Educational Research Association
(AERA), the American Psychological Association (APA), and the National Council of
Measurement in Education (NCME) to provide criteria for evaluating tests, test practice
and test use. Using data to guide practice enhances accountability and protects the
individuals affected by decisions that are made.
Data are the product of assessment. No matter what means of assessment is used,
in order to be useful, the assessment must be valid and reliable. According to the
Standards, the key components of test construction, evaluation and documentation are:

validity, reliability, errors of measurement, test development, test revision, scales, norms,
score comparability, test administration, scoring, reporting and supporting documentation
for tests. These components were considered when evaluating the tools currently
available for assessment. Psychometric properties, such as the reliability and validity of
an instrument, are critical when administering and analyzing data from an assessment
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tool. In the introduction to this chapter, an overview of reliability and validity were
presented.
In addition, the School Psychology: Blueprint on Training and Practice, Third
Edition, lists “Data-based Decision Making and Accountability” as the first functional
competency. The Blueprint III is a document created by a task force of school
psychologists and is intended to outline the functions that school psychologists can and
should serve, in order to identify domains in which school psychologists should be
trained. The authors of the Blueprint III (Ysseldyke, Bums, Dawson, Kelly, Morrison,
Ortiz, Rosenfield & Telzrow, 2006) state that, “all assessment activities should relate to
prevention and intervention” (p. 17). All decisions a school psychologist makes should be
linked to data. Data provide the professional with a cause for all his/her actions.
Based on criteria set by the Standards, other aspects of a tool, which should be
taken into consideration prior to use include it’s development and revisions, scales, norms
and score comparability, administration, scoring and reporting and other supporting
documentation for the assessment. For the purpose of this paper, the tools will be
evaluated based on whether or not they would be appropriate for screening for
internalizing problems in young children. In accordance with the.Standards, instrument
development includes the content of the test items, and the relation to the construct that
the tool purports to measure. Similarly, test revision refers to the updating of content and
test items (as well as norms) related to changes in the field and research on the criteria for
a particular disorder. In the field of psychology, revisions of the Diagnostic and
Statistical Manual of Mental Disorders (DSM) usually guide changes in assessment.
Norms must also be updated with some regularity, as changes in the population will have
implications for scoring an assessment. Test administration must be taken into
consideration before using a test, as the format in which an assessment is to be completed
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has implications for the test administrator and the person completing the assessment.
One must consider the purpose of assessment and whether or not the tool can be used in
conjunction with that purpose, whether it be a brief screening, an in depth diagnostic
assessment, an individual evaluation or a universal screening procedure. Similarly,
scoring and reporting issues will be related to the purpose of assessment.
When selecting an assessment tool, a professional will often narrow her choices
by identifying the purpose or use for an instrument. Does the tool purport to answer the
question the professional is trying to find? After that point, a mindful professional would
consider the psychometric properties of the instrument. Neither the purpose or the
psychometric properties alone are sufficient when selecting a tool, because a tool may
have excellent validity and reliability, but not be useful for the research question at hand.
Or, the tool may claim to provide the information being sought, but not have good
psychometric properties. Another key feature of an instrument is the age group for which
it has been developed. A child’s age will influence the tool selected, both because of the
norms available and the test format. If a self-report tool is used, the individual items,
administration methods and response format must be age-appropriate. Furthermore, in
order to be used, an instrument must be user-friendly for the needs of the administrator.
If the purpose is to assess one particular child, instruments requiring individual
administration may be considered. However, if the goal is to assess a group of children, a
group-administered tool may be preferable. For the purpose of this review, tools have
been divided into three primary groups based on their purported use: broadband scales
(which include an anxiety and/or depression, and/or internalizing component),
narrowband scales (for internalizing disorders including both anxiety and depression) and
syndrome-specific tools (for anxiety or depression). Within each group, individual
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variables including psychometric properties, as well as administration and response
format will be discussed.
Broadband Rating Scales
Broadband scales are those that measure several different constructs, rather than
one specific area. They are often used as screening tools to identify areas, which should
be delved into further with more specific tools. A popular broadband rating scale that has
been around for many years, is the Achenbach System of Empirically Based Assessment
(ASEBA; Achenbach, 2001) comprised of the Child Behavior Checklist (CBCL), the
Teacher Report Form (TRF), Youth Self-Report (YSR) and Semi-structured Clinical
Interview for Children and Adolescents (SCICA). ASEBA is a group of multiple
informant assessment tools designed to assess adaptive and maladaptive behaviors.
According to the ASEBA webpage (Achenbach System of Empirically Based
Assessment Origins; ASEBA Origins, n.d.), Dr. Thomas Achenbach originated this
approach to assessment in the 1960s, with the goal of developing a more “differentiated
picture of child and adolescent psychopathology than was provided by the prevailing
diagnostic system” (ASEBA Origins, n.d.). With Drs. Melvin Lewis and Craig
Edelbrock, Achenbach developed the CBCL, a parent rating-scale, first published in
1983. Teacher Report Form and Youth Self-Report versions followed. The current,
revised versions of the ASEBA rating scales were released between the years 2000 and
2006.
For the purpose of this literature review, the YSR and SCICA will be examined,
as they are the two forms of the ASEBA that involve child self-report. The YSR is for
use with children ages 11 to 18. This tool was designed to be read by and completed by
the child. It requires fifth-grade reading skills, however it may be read aloud to the child
if reading skills are questionable. Items are presented as statements and answered using a
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three point Likert Scale (Not True, Somewhat/Sometimes True, Very True/Often True).
Authors suggest that the YSR takes approximately 20 minutes to complete. Once scored,
the YSR provides information on Activities and Social Competency, Total Competence,
Affective Problems, Anxiety Problems, Somatic Problems, AttentionDeficit/Hyperactivity Problems, Oppositional Defiant Problems, Conduct Problems,
Internalizing, Externalizing and Total Problems. The YSR demonstrates an average
reliability test-retest reliability coefficient of .51, the 8 and 16-day test-retest reliability
ranging from .85-.90, and moderate to substantial concurrent validity with the Conner's
Rating Scales-Revised, DSM-IV Checklist and the Behavior Assessment System for
Children (BASC; Flanagan, 2005).
ASEBA also contains a standardized interview, the Semi-structured Clinical
Interview for Children and Adolescents (SCICA), for children ages 6 to 18. The SCICA
protocol includes a section for the interviewer’s observations and a Self-Report Form for
ages 6 to 18 and 13 to 18. To analyze the child’s behavior and responses during the
interview, the observation form contains 96 items that are rated by the interviewer on a
four-point Likert Scale (Not occurring, very slight or ambiguous occurrence, definite
occurrence with mild to moderate intensity and less than 3-minutes in duration, and
finally definite occurrence with sever intensity of 3-minute plus duration). The SelfReport Form is comprised of approximately 114 items, which are rated on the same 4point Likert Scale as the aforementioned observation form. Finally, as part of the
interview process, children ages 6 to 11 are asked to draw a picture of their family
engaged in an activity. This enables the interviewer to ask further questions based on the
drawing. Administering the interview takes between 60 and 90 minutes to administer.
The SCICA provides information on syndromes including: Aggressive/Rule-Breaking
Behavior, Anxious Behavior, Anxious/Depressed Behavior, Attention Problems,
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Language/Motor Problems, Self-Control Problems, Somatic Complaints and
Withdrawn/Depressed problems. In addition, it provides the administrator with
Internalizing, Externalizing and Total Problem scores (ASEBA Origins, 2006). No
specific information on the technical properties of the SCICA are included in the reviews
of the assessment, however information on the development of the syndrome scales of the
interview were developed by employing statistical analysis procedures of interviewers’
ratings of children referred for mental health or special education services (Watson,
2005). For the purpose of a universal early screening, the ASEBA YSR is limited by its
age range. Although the SCICA can be used with a younger range of children, it is time
intensive to administer individual interviews, and therefore would not be appropriate for
a universal screening.
The Behavior Assessment System for Children, Second Edition (B ASC-2;
Reynolds and Kamphaus, 2004) is another broadband rating scale that has demonstrated
sound psychometric qualities. The BASC-2 is a multi-method, multidimensional system
used to evaluate the behavior and self-perceptions of children and young adults. It was
designed to enable the differential diagnosis and educational classification of a variety of
emotional and behavior disorders of children, as well as to aid in the design of treatment
plans. Essentially, this rating scale was created to investigate a student’s behaviors and
determine whether or not they fall into a range considered clinically significant.
The BASC-2 is the updated version of the original BASC, which after its
introduction in 1992, became the rating scale used in 45% of all public school, behavioral
assessments (Reynolds and Kamphaus, 2004). The BASC-2 consists of Parent (PRS),
Teacher (TRS), Self-Report (SRP) and Self-Report Interview (SR-I) rating scales. The
SRP is available for three age groups: children ages 8 to 11, adolescents (secondary
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school) ages 12 to 21 and young adults (postsecondary school) ages 18 to 25. In the
interest of this review, only the child versions (SRP-C and SR-I) will be examined.
As a broadband scale, the SRP-C provides 5 composites scores, one of which is
the Internalizing Problems composite. The BASC-2 has 10 primary scale scores and four
adaptive scale scores. For the purpose of this literature review, of particular interest is
the Internalizing Problems Composite, which is comprised of the Atypicality, Locus of
Control, Social Stress, Anxiety, Depression and Sense of Inadequacy scales. The child is
asked to read and answer True/False, and 4-point Likert-scale items. While the SRP was
designed to be read by the child, some practitioners will read the items to the child, in
order to eliminate potential errors and misunderstanding due to the child’s reading skills.
In test development, the Internalizing Problems composite score was found to
have internal consistency in the middle to upper .80s for the general norm sample. The
Atypicality, Anxiety and Depression scales had reliability in the middle to upper .80s, the
Locus of Control, Social Stress and Sense of Inadequacy scales had reliabilities in the
middle .70s to lower .80s and the Somatization scale reliability was slightly lower
(Reynolds & Kamphaus, 2004, p. 197). The BASC-2 yields scores that may fall under
three general categories: clinically significant, at-risk, and average range. A score that
falls into the significant problem category typically suggests a high level of
maladjustment. A score within the at-risk range identifies either a significant problem
that may not be severe enough to require formal treatment or a behavior that needs
careful monitoring. Scores that are lower indicate that the student does not struggle with
that particular pattern of behaviors.
Most recently, the BASC-2 has introduced an interview format for use with
children ages 6 and 7, the Self-Report Interview (SR-I). This individually administered
interview is comprised of 65 yes/no questions, which the examiner reads aloud to the
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child and then circles the child’s answer. Prior to beginning the interview questions,
there are two sample questions, which are used for teaching the child how to respond to
the remaining items. The recent publication of a self-report interview for children ages 6
and 7 provides further evidence that young children are now being viewed as valuable
self-reporters of their own feelings and behavior. Similar to the ASEBA, the BASC-2 is
limited by its self-report age range, and the interview format’s time requirements, which
makes it impractical for a universal screening of young children.
Another structured, broadband interview is the Children’s Interview for
Psychiatric Syndromes (ChIPS; Rooney, Fristad, Weller and Weller, 1999). Designed as
a screening tool for children and adolescents ages 6 to 18, ChIPS utilizes close-ended
questions to identify the presence of symptoms related to DSM-IV Axis I disorders and it
takes approximate 45 minutes to administer. ChIPS screens for disorders in 21 categories
including disorders of an internalizing nature such as: Specific Phobia, Social Phobia,
Separation Anxiety Disorder, Generalized Anxiety Disorder, Obsessive-Compulsive
Disorder, Acute Stress Disorder, Posttraumatic Stress Disorder, Depressive Episode,
Dysthymic Disorder, Manic Episode and Hypomanic Episode. As is the case for all child
interview measures, ChIPS requires the child to have adequate receptive and expressive
language skills.
In a review by Joel Farrell II (2003), he explains that ChIPS was developed to be
a brief, easily administered interview that corresponds with DSM criteria. In test
development, authors of ChIPS reviewed the Schedule for Affective Disorders and
Schizophrenia for School Aged Children (Kiddie-SADS), the Interview System for
Children (ISC), the Children’s Assessment Schedule (CAS), the Diagnostic Interview for
Children and Adolescents (DICA), and the Diagnostic Interview Schedule for Children
(DISC) in order to create ChIPS. In regard to technical qualities, an inter-rater reliability
61

of .90 is the only psychometric property reported by the authors. The primary limitation
of the ChIPS is that it is an interview, and requires individual administration, which does
not lend itself to a wide-scale universal screening.
A different approach to seeking a broadband self-report of mental health is
demonstrated by the Dominic-Interactive tool (DI; Valla, 2000). Under the assumption
that “cognitive limitations of children make it difficult for many of them to understand
concepts not illustrated by concrete examples,” DI utilizes a computer game format for
children ages 6 to 11 years old to report their feelings and behaviors (Dominic
Interactive, n.d.). Evolving from a paper format (Dominic and Dominic-Revised), the
child is instructed to look at pictures that illustrate emotional and behavioral symptoms
from the DSM-IV and then answer whether or not they would respond the same way by
clicking yes or no. “Dominic” is a male figure, available in Caucasian, AfricanAmerican and Hispanic versions. The DI uses a child-friendly soundtrack and narrations
providing verbal descriptions of symptoms in addition to the illustrations. The entire test
administration takes between 10 and 15 minutes to complete. With computer
administrations, results are calculated simultaneously, eliminating the need for scoring.
Results indicate whether the child has a not likely, possible or likely tendency toward a
disorder. The DI screens for the disorders most frequently present in school aged children
including the following internalizing disorders: major depressive disorder, separation
anxiety disorder, generalized anxiety disorder and specific phobias. Further the DI also
assesses adaptive behaviors via a strengths and competencies assessment.
In a validation study, the Dominic Interactive was found to have good internal
consistency. For internalizing tendencies, Cronbach’s alpha coefficient was .90, and it
was .91 for Externalizing tendencies. In a study of the psychometric properties of the DI,
Linares Scott, Short, Singer, Russ, & Minnes (2006) found externalizing scales on the DI
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were related to the ASEBA parent report (Child Behavior Checklist; CBCL)
externalizing problems. However, overall, “the DI scales had negative to low correlations
with the majority of the criterion measures” examined” (Linares Scott et al, 2006, p. 23).
While individually administered, and to be used with young children, the DominicInteractive requires access to a computer. Furthermore, the child must have basic
computer skills in order to complete the computer assessment, and this may not be
practical for all children and all settings.
Other tools have been created to take into account the developmental issues of test
taking, such as reading skills and ability to complete work independently. The
Manifestation of Symptomatology Scale (MOSS; Mogge, 1999) was designed for use
with adolescents who may not have the reading skills or concentration required by other
assessments. A self-report tool for children ages 11 to 18, MOSS is an individually or
group administered true-false questionnaire that assesses 13 content areas, including the
following internalizing areas: Thought Process, Self-Esteem, Depression, and Anxiety.
The MOSS takes between 15 and 20 minutes to complete. It is described as being written
at the middle-elementary school level. Regarding the technical aspects of the MOSS, it
has been found to have 14-day test retest reliability considered less than adequate by test
reviewers, ranging from .60s to .80s, but primarily in the .70s (Berk, 2003). Internal
consistency coefficients ranged from .65 to .90 across the different scales. Designed for
use with adolescents, the MOSS is inappropriate for screening children under the age of
11, and this is a limitation when universal screening of young children is the goal.
The final broadband rating scale examined herein is the Piers-Harris Children’s
Self-Concept Scale, Second Edition: The way I feel about myself (Piers-Harris 2; Piers,
Herzberg & Harris, 2004). This revision of the original Piers-Harris Self Concept Scale
is designed as a self-report measure for children ages 7 to 18. The Piers-Harris 2 is used
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to assess a child or adolescent’s self-concept as a measure of his or her psychological
health, to identify children who need further evaluation or treatment. Items are written at
the second grade level and may be administered individually or in a group-format. It is
comprised of 60 items, which the child responds to in a true/not true format. It takes
approximate 10 to 15 minutes to complete. The Piers-Harris 2 provides scores on 6
subscales: Physical Appearance and Attributes, Intellectual and School Status, Happiness
and Satisfaction, Freedom from Anxiety, Behavioral Adjustment and Popularity. Test
reviews report internal consistency estimates above .70 and adequate test-retest reliability
assumed based on standardization with the original Piers-Harris assessment. Content
validity was found using judge’s ratings of test items, based on whether or not they
represented the domains they purport to represent. In addition, divergent validity is
evident by an inverse relation between the Piers-Harris 2 positive self-concept scores and
other assessments of psychological problems (Kelley, 2005). A thorough, but lengthy
assessment, the Piers-Harris 2 may not be useful for universal screening with young
children due to the large number of test items (60 items).
Narrowband Rating Scales
In contrast to the previously reviewed broadband rating scales, more specific
narrowband rating scales will now be discussed. Rather than screening for a wide range
of externalizing and internalizing behavior problems, some rating scales can be used to
identify more specific types of problems. The Depression and Anxiety in Youth Scale
(DAYS; Newcomer, Barenbaum, Bryant, 1994) is a multidimensional assessment to
screen for internalizing symptoms of both anxiety and depression. Available in Parent,
Teacher and Student Self-Report, the child informant scale will be reviewed herein.
Designed for children between ages 6 and 19, the DAYS enables a wide age range of
children and youth to self-report their feelings and behaviors related to internalizing
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problems. The DAYS Student Self-Report (Scale S) is comprised of 22 items with an
equal number of items for both anxiety and depression symptomatology. Items were
developed based on the DSM-III-R criteria for Major Depressive Disorder and
Overanxious Disorder. The DAYS Scale S can be administered to individual students, or
to entire classes of children. With items written at a fourth-grade reading level,
statements can be read by the student him/herself, or to the student. The response format
is paper and pencil and individuals select their answers from a four-point Likert scale to
indicate the frequency with which they experience the symptom statements. Scale S
yields separate scores for Anxiety and Depression.
In a discussion of the technical adequacy of DAYS, Mental Measurements
Yearbook reviews report adequate technical properties (Maccow, 1998). Average internal
consistency reliability coefficients were .80 or greater. Four-day test-retest reliability on
Scale S was in the .70 range. Validity studies comparing the DAYS to the Reynolds
Children Depression Scale (RCDS), the Reynolds Adolescent Depression Scale (RADS)
and the Children’s Manifest Anxiety Scale (CMAS) yielded correlation coefficient values
between .55 and .90. Reviewers note some limitations of the DAYS standardization and
small number of items per scale. While theoretically measuring internalizing symptoms,
since it was published in 1994, standardized between 1989 and 1992, and based on
outdated DSM-III-R symptom criteria, the DAYS is not an up-to-date assessment tool.
In addition, designed with a fourth-grade reading level, the DAYS is unsuitable for
younger children to self-report their feelings and behaviors, even though it is reported for
use with children as young as 6 years old.
The Internalizing Symptoms Scale for Children (ISSC; Merrell & Walters, 1998)
is similar to the DAYS in that it was developed to screen for internalizing symptoms in
children. However, the ISSC is designed to assess somatic problems, social withdrawal
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and affect in addition to depression and anxiety. A panel of child mental health clinicians
selected ISSC items, from a pool of possible symptom descriptors with average item-total
correlations of at least .40. The ISSC is designed to cover a smaller age range of children,
ages 8 to 13 years old. It is for self-report only, not multiple informant ratings. With 48
test items, children in grades 3 through 6 may complete the scale in an individual or
group administration format, being read by the child or to the child. Reviewer, Suzanne
Martin (2001) reports that the ISSC takes approximately 10 minutes to complete. The
paper and pencil format requires the child to select their response from a four-point rating
scale. When scored, the ISSC yields a total score for each factor. Through confirmatory
and exploratory factor analyses, the ISSC was found to have a 2-factor structure: a
Negative Affect/General Distress Factor and a Positive Affect Factor. The Negative
Affect/General Distress Factor is comprised of 35 items representing internalizing
disorders. The Positive Affect Factor consists of the remaining 13 items, which are
positive characteristics, in opposition to symptoms of emotional distress. In further
examination of the technical adequacy of the ISSC, the scale was found to have
acceptable test-retest reliability, and internal consistency similar to other available selfreport assessments. Construct validity was evidenced through convergent validity with
five other self-report instruments to measure internalizing symptoms. The primary
limitation of the ISSC is that it is not designed/developed to be used with children under
the age of 8 years old, which limits its utility for early identification.
Syndrome-Specific Rating Scales
Finally, syndrome-specific tools will now be examined. Focusing on the specific
symptoms of particular disorders, these narrow-band scales provide information about the
presence or absence of criteria for Anxiety or Depression.
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Anxiety
The Multidimensional Anxiety Scale for Children (MASC; March, 1997) is a selfreport tool to screen for the major dimensions of anxiety in children ages 8 to 19. The
MASC consists of 39 items on 4 basic scales (Physical Symptoms, Harm Avoidance,
Social Anxiety and Separation/Panic) and 3 subscales (Tense Symptoms and Somatic
Symptoms, Perfectionism and Anxious Coping, and Humiliation Fears and Performance
Fears). The MASC requires a fourth grade reading level. It uses a paper and pencil
format and a four-point Likert response scale for children to indicate how true
experiences in the items are for them. The assessment takes approximately 15-minutes
for the child to complete. The MASC yields an Anxiety Disorder index and an
Inconsistency Index. The Anxiety Disorder Index is used to indicate a need for further
assessment, and the Inconsistency Index indicates if a child was careless and inconsistent
in his/her answers. An abbreviated scale the MASC-10, consisting of only 10 items is
also available as a brief screening tool.
The MASC demonstrates good internal consistency with a mean alpha coefficient
of at least .65. It also has shown good test re-test reliability. A 4-factor structure was
identified through confirmatory factor analysis. High correlations with the Revised
Children’s Manifest Anxiety Scale indicate convergent validity with the MASC Physical
Symptoms and Social Anxiety Scales. Designed for ages 8 to 19, and requiring a fourth
grade reading level, the MASC cannot be used with younger children, in universal
screenings.
Another assessment to identify social anxiety and phobia in children is the Social
Phobia and Anxiety Inventory for Children (SPAI-C; Beidel, Turner & Morris, 1998). A
self-report rating scale for children ages, 8 to 14 years old, the SPAI-C may be
individually administered, or administered in a group. It requires a third-grade reading
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level, and children with a lower reading level and young children may require the test
administrator to read items aloud. A 3-point Likert scale is used for the child to respond
the frequency with which different places and activities make them feel nervous or
scared. The 26 item rating scale takes between 20 and 30-minutes to complete. Items
were developed through a series of phases. The test developers began by reviewing
existing interviews, rating scales and the adult version of the Social Phobia and Anxiety
Inventory (SPAI) to create items. Potential items were reviewed by childhood anxiety
experts, and then administered to a clinical and non-clinical sample of children to
examine the items that differentiated between the groups.
The SPAI-C demonstrates a high degree of internal consistency with Cronbach
alpha values of .92 or higher. Test-Retest reliability over a 2-week period yielded a
coefficient of .82, and a coefficient of .63 after a 10-month period. Concurrent validity of
the SPAI-C has been demonstrated through comparisons with the Child Behavior
Checklist. Again, designed for ages 8 to 14, the SPAI-C cannot be used with younger
children, and is limited to social phobia and anxiety, but not other internalizing problems.
Depression
Other narrowband rating scales are designed to screen for Depression in children.
For example, the Beck Depression Inventory, Second Edition (BDI-II; Beck, Steer &
Brown, 1996) assesses symptoms of DSM depressive disorders. Originally published in
1961, the most recent version of the BDI was published in 1996 making revisions to
address changes in diagnostic criteria and make psychometric improvements. The BDI-II
is a 21-item self-report rating scale that covers the following content areas: sadness,
pessimism, past failure, loss of pleasure, guilty feelings, punishment feelings, self-dislike,
self-criticalness, suicidal thoughts or wishes, crying, agitation, loss of interest,
indecisiveness, worthlessness, loss of energy, changes in sleeping pattern, irritability.
68

sex. A 4-point Likert rating scale is used for responding to the degree each item is
present in the individual. The BDI-II is for use with people ages 13 and older, making it
unusable in the elementary school setting, or as an early screening measure in young
children. Kovacs (1982) created a downward extension of the BDI however the Child
Depression Inventory (CDI) has not been updated since it’s initial development.
The BDI-II has demonstrated reliability with coefficient alpha estimates of .92
(clinical sample) and .93 (non-clinical sample), and a lweek test-retest reliability of .93.
Further demonstrating it’s validity, the BDI-II has shown a correlation of .71 with the
Revised Hamilton Rating Scale for Depression (Warren, 1994). The BDI-II is only
appropriate for children over the age of 13. While the CDI would be useful for screening
younger children, it has not been revised, and is based on outdated diagnostic criteria and
norms.
Designed for use with younger children, the Children’s Depression Rating Scale,
Revised (CDRS-R, Poznanski & Mokros, 1996) can be used to screen for the level of
depression in children ages 6 to 12. A downward extension of the Hamilton Rating Scale
for Depression, the CDRS-R covers 17 symptom areas, and takes approximately 25
minutes to complete. The CDRS-R may be used as both a self-report and third-party
informant semi-structured interview. Within the structured interview, the clinician
evaluates the child’s responses to items as well as the child’s nonverbal behaviors. In
studies to develop the CDRS-R, inter-rater reliability between pairs of child psychiatrists
who administered the interview, was .92. Test-retest reliability over a 2-week period was
.80. Validity evidence comes from convergent validity with a Global Rating of
Depression. The Global Rating of Depression is based on clinical judgment regarding the
severity of depression, and yielded a correlation coefficient of .87. The CDRS-R was
also compared to the Hamilton Rating Scale for Depression (Warren, 1994) for a
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correlation of .46. Requiring individual administration, the CDRS-R does not lend itself
to universal screening.
Finally, the Multiscore Depression Inventory for Children (MDI-C; Bemdt &
Kaiser, 1996) is a self-report rating scale to assess depression in children. Created for
ages 8 to 17, the MDI-C is a downward extension of the Multiscore Depression Inventory
(MDI; Bemdt, 1986), an assessment for use with adults. The MDI-C assesses constructs
of depression, modified for children. The 79-item inventory utilizes a True/False paper
and pencil format. It can be administered individually, or in groups, and it requires a
second-grade reading level. Test administration takes 15 to 20 minutes.
Authors of the MDI-C report adequate technical properties. Internal Consistency
reliability coefficients for total score of all age groups were acceptable. While scale score
alpha coefficients were at least .75 for all children in the 11 to 13-year-old range, scale
score alphas for 6 of 8 scales with the 8 to 10-year-old and 14 to 17-year-old groups were
less that .70 (Jenkins, 2001). When examined, test-retest reliability was acceptable
ranging between .77 and .92. Criterion validity was evidenced by comparing the MDI-C
to the Children’s Depression Inventory (CDI; Kovacs, 1982) and finding a correlation of
.84. Authors also report adequate content and face validity of the MDI-C. The MDI-C is
limited by its 8 to 17-year-old age range, and second grade reading level. Further, 79
items makes it a thorough, but perhaps lengthy tool for universal screening purposes.
There are a number of tools available for identifying internalizing problems in
children. The publication of these instruments provides evidence that test-makers and the
mental health field believes that children do in fact experience internalizing problems,
and that they need to be identified. Therefore, strength of the tools described in this
chapter is that their existence has contributed to recognition of children as reporters of
their feelings and behaviors. Another asset of the instruments reviewed, is that several of
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the tools take into account the developmental differences of a child’s symptoms, reading
skill and ability to provide self-report via a child-friendly response format. However,
each instrument described also has limitations, particularly based on their practicality for
a wide-scale, early self-report screening procedure.
For the purpose of screening young children for internalizing disorders in a widescale, perhaps school-wide fashion, a desirable tool would need to be brief in duration,
cover the appropriate symptoms applicable to young children, and be developmentally
appropriate in terms of development, language, administration and response format. In
reviewing the tools available for use in child self-report identification of internalizing
symptoms, it is apparent that no such tool exists to be used as a universal screening tool
with young children. Therefore, in order to fulfill this deficiency, a new tool is needed.
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CHAPTER 3
METHOD
This chapter describes the research methods employed in the development of the
Watkins Early Self-Report of Internalizing Problems (WESRIP) universal screening
instrument, including an account of the tool development phases prior to and as part of
the current study. Then, the participants and research setting are described. Finally, the
procedures followed, the criterion measure and teacher feedback survey will be explained
and discussed.
Instrument
The Watkins Early Self-Report of Internalizing Problems (WESRIP) was created
to address the need for a universal screening tool for early identification of internalizing
symptoms in young children. The WESRIP uses an oral group administration procedure
and pictorial response format to enable Kindergarten and first grade students to provide
self-reports of their feelings and behaviors. The WESRIP consists of practice items and
test items that cover a range of feelings and behaviors related to internalizing problems
such as anxiety, depression, somatization, low self-esteem and weak inter-personal
relations. This self-report tool uses a paper and pencil format where, each child is given a
response form that uses commonly identified picture icons to indicate items, rather than
numbers. In a further effort to provide age appropriate materials, thumbs-up and thumbsdown picture symbols are used to represent the dichotomous answer choices, yes and no.
The test administrator holds up a picture, states the name of the picture, instructs the child
to find the same picture on their papers, and put their index fingers on the picture. Once
the item is identified, the administrator then reads a question aloud, and restates the
question and the appropriate icon to circle depending on the child’s answer. For example,
when reading the practice item, “do you like the rain,” the administrator then restates, if
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“yes,” you like the rain you should circle the thumbs up picture, and if no, you do not like
the rain, you should circle the thumbs-down picture. A clear overlay template is used to
score each test and the number of items endorsed indicating the presence of an
internalizing symptom is totaled. Test administration takes twenty to thirty-minutes and
scoring takes approximately 1 minute per child. The WESRIP is designed for group
administration to enable wide-scale screening.
Instrument Development Process
The WESRIP items and response formats were developed through a series of 2
primary phases. First, the test items and response set were developed based on a
literature review, taking into consideration the research on internalizing disorders in
children and issues of administering self-report measures to young children. Items were
constructed reflecting behavioral, cognitive and physiological symptoms of anxiety,
depression and somatization, based on the DSM-IV criteria. In addition, items reflecting
areas related to internalizing problems including interpersonal relations and self-esteem
were included. Kindergarten and first grade teachers, who provided feedback as armchair
experts evaluated the test items and response format. The second phase of test
development was based on survey feedback from teachers, and continued test
construction efforts.
Initial Scale Development: Phase I
First, the existing self-report tools for anxiety, depression and internalizing
disorders were reviewed, along with internalizing disorder subscales on the self-report
component of broadband rating scales. Second, a thorough review and analysis of
literature on internalizing disorders in young children and issues of self-reports by young
children, was conducted. Third, based on DSM-IV criteria, literature, and the review of
self-report scales for internalizing disorders, a number of items stems were created for
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anxiety, depression, somatization, self-esteem and interpersonal relations. Next, symbols
were selected from Microsoft Word Wingdings and Webdings as possible icons for the
WESRIP protocol. These symbols were selected based on clarity, and ease of labeling.
Several possible icons also were selected for item answers, used to indicate affirmative or
negative responses to item stems (i.e. smiley face/frown face and thumbs up/down).
Finally, a survey was created to gamer feedback on the appropriateness of pictures, icons,
word use and phrasing for the WESRIP, as it pertains to being used with Kindergarten
and first grade children. Details of the survey follow.
Initial Scale Development: Teacher Survey
In the spring of 2004, a survey was administered to Kindergarten and first grade
teachers in a school district in western Massachusetts (see Appendix A). The purpose of
this survey was to gamer feedback on the appropriateness of item identifiers, response
icons and wording for the self-report measure of internalizing symptoms, to be used with
Kindergarten and first-grade-age children. Eighteen surveys were distributed, and 6
completed surveys were completed for a return rate of 33%. Teachers provided feedback
on verbal labels for pictures to be used as item identifiers and clarity of pictures as
perceived by Kindergarten and first grade students. In addition, teachers were surveyed
regarding verbal labels for dichotomous pairs used to indicate affirmation or rejection of
items, as well as the response icons to represent the dichotomous pairs.
Teachers were asked whether or not they believed most children in Kindergarten
and first grade would be able to correctly identify pictures if given particular verbal
labels. Of those teachers responding, they agreed that an average of 21 out of 24 pictures
and their accompanying labels would be recognizable for Kindergarten and first grade
children. The range of items endorsed was 15 to 24. On the survey question regarding
dichotomous verbal pairs, the teachers were asked, “In your opinion, if a child was told to
74

select an answer as to whether or not they believe a statement is true for them, which of
the following dichotomous pairs do you think would be most clear and understandable
for Kindergarten and first grade children?” Five of the 6 teachers selected the “Yes or
No” answer choice. When asked, “in your opinion, if a child had to select pictures to
represent whether or not they believe a statement is true for them, as in the previous
question, which of the following pairs of picture choices do you think would make the
most sense to a Kindergarten or first grade child? In other words, which pair of pictures
would match the dichotomous answer choices like those in the previous question?” Two
of the teachers selected the item depicting a thumbs up and thumbs down answer choice,
3 teachers selected the picture of a smiley face and a frown face and one teacher selected
both the thumbs up/down and smiley/frown face item choice.
Finally, teachers were asked to select from a list words and phrases, they believe
the average Kindergarten or first grade student may have difficulty understanding. They
also were asked to provide a more appropriate synonym or phrase for items they thought
were too difficult. The words teachers identified as difficult are summarized in Table 3.1,
along with the percentage of teachers who ranked each word/phrase as too difficult for
Kindergarten and first grade students.
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Table 3.1
Words and phrases considered difficult for Kindergarten and first grade students
according to teachers surveyed.
Word/Phrases

Percentage of teachers who
considered word too difficult

Nervous

50%

Usually

33%

Anything

17%

Dizzy

50%

The way that I look

17%

Often

17%

Life

33%

Bother

17%

Sweaty

33%

Mood

50%

Cranky

50%

Butterflies in my stomach

33%

My mind

17%

Initial Scale Development: Teacher Feedback Modifications
Based on the results of the teacher survey, further adjustments were made in the
development of the WESRIP. First, test items were altered as a result of survey
responses regarding difficulty of vocabulary. The remaining list of words and phrases
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was thus considered understandable for Kindergarten and first grade children according
to teachers, and these words are depicted in Table 3.2. Based on the results of this
survey, items with words and phrases rated as too difficult by 2 or more teachers were
reconsidered by taking into account the readability of the complete sentence, using the
Spache (1953) readability formula, and the Harris-Jacobson word list (1982). Readability
is calculated based on the number of words in a sentence, the use of contractions and/or
large words (see Appendix B). Although items are presented orally to the students, this
formula provided a guideline for selecting test items. All stems with a readability score
of over 2.55 (mid-fifth month of second grade) were eliminated. In addition, the HarrisJacobson word list was also used to determine the readability of words comprising item
stems. For the purposes of this study, the Scott Foresman reading curriculum was
selected and the word list was used to ascertain the lowest level of the core curriculum in
which a word appears. Harris and Jacobson (1982) explain that this vocabulary list is
useful in test construction, as “many studies have shown that vocabulary difficulty is the
most important variable influencing the readability of printed material” (p. 1). Using the
Harris-Jacobson wordlist, each word in every item was identified to determine what
grade the word first appears in the published curriculum. More than 97% of item words
first appear in primer, first and second grade curricula. Two items contained the word
“friend” or “friends,” and this is considered a fourth-grade level word according to the
Harris-Jacobson word list. However, since it is a common word, familiar to most
children, it was retained in the test items (See Appendix B). Again, although the test
items are to be presented in an oral fashion, the readability of vocabulary words serves as
a proxy for determining words that Kindergarten and first grade children may be
expected to comprehend.
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Table 3.2
Words considered understandable for Kindergarten and first grade students, according to
teachers surveyed.
Trouble
A lot
Worry
Upset
Terrible
Recess
I wish
I feel like
I care (about)
Scared
Sometimes
Afraid

A total of 57 test item stems were created across 5 primary internalizing content
areas including anxiety (13 items), depression (13 items), somatization (10 items), self¬
esteem (11 items), and interpersonal relations (10 items). Next, the item response format
was further developed. Based on teacher feedback, symbols and icons rated as unclear or
unknown to children ages 5 and 6 were either deleted or new pictures were selected.
Using Microsoft Word Wingdings and Webdings, (small pictures and symbols, located in
the font section of Microsoft Word), presented a number of problems, as the images were
small, lacking detail and/or antiquated. As a result, a number of images depicting
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common objects were found on the Internet, and scaled down to fit the student response
probe. Items selected included black and white pictures of common household items,
animals, food, and other everyday objects, that would be recognizable to Kindergarten
and first grade students. A total of 30 icons were selected.
As a result of the initial phases of development the WESRIP now consisted of 26
items in the categories of anxiety, depression, somatization, self-esteem and interpersonal
relations. Further, the vocabulary and response formats were believed appropriate for
children in Kindergarten and first grade. This version was then used for administration to
a sample of children to determine the technical adequacy characteristics of the
instrument.
Participants and Setting
Participants for this study were recruited from general education Kindergarten and
first grade classrooms in 3 elementary schools, in 2 western Massachusetts school
districts. Three-hundred-forty-one children in Kindergarten and first grade were
recruited to participate in this study. An overview of the study was presented to building
principals, and Kindergarten and first grade general education teachers in both a written
and oral format. In each school district, principals who agreed to the study co-signed a
consent form that was sent home with children for parental review and potential consent
to participate. In one school district, 69% of the 274 possible children were permitted to
participate in the study (n=190). In the second school district, 67% of Kindergarten and
first grade students were given parental consent to participate in the study. A total of 235
consent forms were returned. The majority of subjects (81%) came from a district of
approximately 6,500 students. According to the Massachusetts Department of Education
(n.d.), this district has a primarily Caucasian (81.5%) population, with 40.6% of students
classified as “Low-income” based on statistics from the 2005-2006 academic year. The
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remaining 19% of study participants came from a district of approximately 3,250
students, which is 93.6% Caucasian, and 23.2% low-income, according to the
Massachusetts Department of Education.
All data collection took place in the students’ classrooms, with the exception of
one group that was assessed in the school’s cafeteria. Assessments were administered by
the principal investigator and appropriately trained graduate students. A pair of
administrators administered the majority of tests. Working in pairs enabled one person to
administer, and the other to monitor the children, keep them on task, answer questions,
and insure they were completing the measure appropriately.
Research Design
This study focused on developing a new self-report for early identification of
internalizing problems in children, the Watkins Early Self-Report of Internalizing
Problems (WESRIP) and thus is considered a psychometric study. As part of this study, a
pool of initial test items was tested out and reduced based on results. The reduced items
were then administered and re-tested to examine stability. In addition, to examine
content validity, teachers rated children based on the number of internalizing symptoms
they present with, in order to compare child ratings to his/her teacher’s rankings.
Procedure
Building on initial scale development efforts the psychometric research was
conducted in two phases. First, to reduce the total pool of test items and to determine
which items were the best, 3 test forms were created and administered to 3 groups of
children. Next, based on data collected from the previous phase a final version of the
WESRIP was created and administered in a test re-test manner, to yield reliability data.
In addition, participating teachers ranked the children in their classes as a criterion
measurement for comparison with the WESRIP, which will be described later, in more
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detail. In addition, teacher feedback was sought for information on the acceptability of
the instrument.
Procedure Phase I
The 57 initial WESRIP items were divided into 3 test versions, with
approximately equal distribution of content (Anxiety, Depression, Somatization, SelfEsteem, Interpersonal Relations) and 19 items on each version (See Appendix C). To
randomize the order of test items so that the content areas were dispersed randomly, a
random number sequence generator (Random, n.d.) was employed. All participants were
administered 1 of 3 versions of the WESRIP, during a session lasting approximately 30minutes. Students were tested in groups as determined by their homebase teacher. In
other words, all students were tested with their classmates, in their typical class setting. In
addition, each Kindergarten and first grade teacher completed a modified version of the
Systematic Screening for Behavior Disorders (SSBD; Walker & Severson, 1992) in order
to rank the children in his/her class based on the child’s presentation of internalizing
symptoms.
Procedure Phase II
Based on the results of procedure phase I (these results are presented in the
following chapter) the total item pool was reduced to 26 test items (See Appendix D).
Next, all participants were administered the same, revised version of the WESRIP, taking
approximately 30-minutes to complete. Then, 2 to 6-weeks later (mean weeks between
test and retest = 4.2 weeks), participants were re-administered the same revised version of
the WESRIP). The retest was used to assess reliability of the student self-report.
Additionally, the Kindergarten and first grade teachers of the students participating in this
study completed the first phase of the modified SSBD during both the test and re-test
points in the second phase.
81

Criterion Measure
Systematic Screening for Behavior Disorders (SSBD)
As mentioned previously, the SSBD is a multiple-gating screening procedure, to
be used as part of battery of tests for identifying children with externalizing and
internalizing behavior disorders. The standard SSBD procedures will be discussed first,
and administration modifications made for the purposes of this study will follow. This
screening instrument uses the classroom teacher as an informant to screen all students
over the course of 3 stages. The first stage requires the teacher to rank order students on
both externalizing and internalizing dimensions. The SSBD provides the teacher with a
definition of the 2 types of disorders, in addition to a list of examples and non-examples.
For example, the SSBD Stage One evaluation form states that, “Internalizing refers to
all behavior problems that are directed inwardly (i.e., away from the external social
environment) and that represent problems with self. Internalizing behavior problems are
often self-imposed and frequently involve behavioral deficits and patterns of social
avoidance. Non-examples of internalizing behavior problems would be all forms of
social behavior that demonstrate social involvement with peers and that facilitate normal
or expected social development” (Walker & Severson, 1992, p.3). Based on this
description, and the list of examples and non-examples, teachers note the 10 students in
their class that most exemplify the internalizing behaviors. Afterwards, the teacher is
asked to rank order the internalizing students, from the student who most exhibits
internalizing behavior to the least, ranking all 10 children identified.
The second stage of the SSBD requires the classroom teacher to rate each of the
top 3 internalizing students, using the Critical Events Index and Combined Frequency
Index for Adaptive and Maladaptive Behavior rating scales. On the Critical Events
Index, questions pertain to whether or not the child has exhibited specific behaviors.
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ranging from tantrums and exhibiting sad affect, to hallucinations and sexual molestation
of other children. For the Combined Frequency Index, the teacher is asked to estimate
the frequency of both adaptive and maladaptive behaviors exhibited by the student.
These ratings are given on a 5-point continuous scale ranging from 1 (never) to 5
(frequently). The third stage of the SSBD consists of direct observation of students who
have previously passed through the first two stages of the SSBD. During this final stage,
identified students are observed on the playground and in the classroom, to determine
academic engagement and peer social behaviors, according to specific coding procedures.
According to Kelley (1998), the authors of the SSBD technical manual have
“carefully considered empirical, theoretical, and clinical reasons for item selection and
measurement format” (p. 2). In addition, the “authors have devoted considerable
attention to establishing the psychometric properties of the SSBD” and the “instrument is
supported by adequate internal consistency, test-retest reliability, and good interrater
agreement” (Kelley, 1998, p. 2). Finally, in her review of the SSBD, Kelley (1998)
notes that, “concurrent, discriminant, criterion-related, and predictive validity studies
support the utility of the instrument” (p. 2).
As mentioned previously, the SSBD should be considered as only part of a
screening process to identify children with, or at risk for behavior disorders. While it
provides valuable information by utilizing the classroom teacher as an informant of
internalizing and externalizing behavior problems, absolute diagnoses or decisions should
be made based on data from the SSBD in combination with information from other
informants and assessment procedures. For the purposes of this study, the focus is on
children identified as exhibiting internalizing problems, and only the first stage of the
SSBD was utilized. An additional alteration from the original SSBD format is that
teachers were asked to rank all the consented students from their class, on the
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internalizing dimension, from most symptoms, to least symptoms (See Appendix E). This
is a variation from standard procedure, as the SSBD typically requires teachers only to
rank ten students on the internalizing dimension. From this rank order, the top 25% of
students were considered “intemalizers” and the remaining 75% of students were
considered non-intemalizers. Although a deviation from the usual procedure, this
modification keeps with the spirit of the SSBD and is considered a defensible screening
procedure by Sugai and Tindal (1993).
Social Validity
Teacher Feedback Survey
An internet-based survey (Survey Monkey) was e-mailed to all teachers who
participated in the study, using their school e-mail accounts. This questionnaire was
designed to ascertain opinions from potential users regarding the WESRIP administration
and items. Ten questions were created to yield information from teachers on the group
administration procedure, test items, child response format and teacher ranking procedure
(See Appendix F). Unfortunately the return rate of the surveys was quite small, at 12.5%.
The following chapter details the data collected from both the initial scale
development phases as well as the procedural phases. By analyzing the data gathered
from this study, it is possible to draw conclusions about the psychometric properties of
the instrument, as well as the teacher’s feelings regarding its utility.
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CHAPTER 4
RESULTS
This chapter presents the data collected to inform each of the research questions.
The primary purpose of the current research was to develop the experimental self-report
measure, the Watkins Early Self-Report of Internalizing Problems (WESRIP). Collected
data were analyzed using the Statistical Package of the Social Sciences, Release 12.0
(SPSS 12.0), TestFact Version 4.0, Microsoft Excel 97 SR-I, and Microsoft Excel 2004
for Mac (Version 11.3). First, results from initial test development efforts to reduce the
total item pool to the items with the highest internal consistency, are discussed. Then,
descriptive statistics are presented for the WESRIP. Next, data on internal consistency,
factor structure, test-retest reliability, and validity are presented. Finally, the accuracy
and predictive power of the WESRIP are described.
Phase I
Three versions of the WESRIP, containing separate 19-item sets, were
administered to three separate groups of children, (N = 76, 69 and 55). The mean total
score for individual children ranged from 5.64 to 7.26, with a standard deviation of 3.057
to 2.999, respectively. Cronbach's a (alpha) was calculated for each of the WESRIP
forms administered; the coefficient of reliability ranged from .625 to .651. This range of
reliability is acceptable given the relatively small sample sizes, the intended purpose of
the instrument, which is to serve as a broadband screening tool, and that the sample was
comprised of young children. Table 4.1 contains the summary statistics for each Form.
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Table 4.1
Scale Score Statistics.
Form

N

Mean (SD)

Cronbach’s

N of Items

Alpha
1

76

7.26 (2.999)

.625

19

2

69

7.23 (2.971)

.632

19

3

55

5.64 (3.057)

.651

19

For each item on every WESRIP Form, corrected-item total correlations (i.e.,
correlation between the item and the total-score, excluding the item of interest) were
calculated to assess item discrimination. Selecting items that have positive correlation
coefficients creates a test with maximum reliability for this population. Items from the
three different initial test forms with a corrected item-total correlation of+.250 or greater
were included in the final scale. According to Salvia and Ysseldyke (1991), item-total
correlations should be at least .25 to .30 to provide evidence of content validity. The
item-total correlations for each of the 57 original test items are listed in table 4.2, and
items with acceptable internal consistency, to be included in the final form of the
WESRIP appear in bold. In addition, the standard error was computed for each item
h-r2
based on the N for each test form, using the formula: SE(r) = J——-. Due to the small

sample sizes, the standard error ranged from . 102 to . 137, with an average standard error
of 0.120.

Table 4.2
Initial Test Development Item-Total Statistics.
Form (Item)

Corrected Item-Total Correlation

Standard Error

i(i)

.189

.114

1(2)

.388

.107

1(3)

-.071

.116

1(4)

.226

.113

1(5)

.390

.107

1(6)

.338

.109

1(7)

.168

.115

1(8)

-.130

.115

1(9)

.248

.113

1(10)

.248

.113

1(H)

.222

.113

1(12)

-.015

.116

1(13)

.449

.104

1(14)

.318

.110

1(15)

-.013

.116

1(16)

.251

.113

1(17)

.168

.115

1(18)

.331

.110

1(19)

.373

.108

2(1)

.283

.117

2(2)

-.034

.122

87

2(3)

.141

.121

2(4)

.369

.114

2(5)

-.119

.121

2(6)

.401

.112

2(7)

.178

.120

2(8)

.196

.120

2(9)

.190

.120

2(10)

-.069

.122

2(11)

.159

.121

2(12)

.364

.114

2(13)

.305

.116

2(14)

.551

2(15)

.337

.115

2(16)

-.003

.137

2(17)

.423

.111

2(18)

.387

.113

2(19)

.132

.121

3(1)

-.265

.132

3(2)

-.042

.137

3(3)

.248

.133

3(4)

.278

.132

3(5)

.287

.132

3(6)

.466

.122

3(7)

.249

.133

88

-

.102

3(8)

.262

.133

3(9)

.276

.132

3(10)

.014

.137

3(11)

.230

.134

3(12)

.158

.136

3(13)

.488

.120

3(14)

.233

.134

3(15)

.511

.118

3(16)

.301

.131

3(17)

.213

.134

3(18)

.238

.133

3(19)

.336

.129

Note. Items that meet internal consistency criterion of .250 appear in bold.

With the criteria of+. 250, 26 items were identified for inclusion in the final version of
the WESRIP with corrected item-total correlations ranging from .251 to .551, and a mean
of .364.

Descriptive Statistics
Utilizing the 26 test items identified during phase I of test development, the
WESRIP was revised and then administered to all subjects from the three original
samples, in a pre-test and post-test. Therefore, each child completed the WESRIP on two
separate occasions, with an average of approximately one month in between testing.
Assumptions of normality were examined through analyzing descriptive statistics,
skewness, kurtosis and frequency tables and histograms. Table 4.3 contains the means.
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standard deviations, mode and range for the WESRIP pre-test and post-test, as well as the
skewness and kurtosis statistics.
Table 4.3
Descriptive Statistics for WESRIP Pre-test and Post-test Administration.
Test

N

Administration
Pre-Test

Mean

Median

Range

(SD)
207

8.49

8

0-22

(5.250)
Post-Test

197

7.13

6

0-21

(5.304)

Skewness

Kurtosis

(SE)

(SE)

.312

-.550

(.163)

(.324)

.573

-.348

(.163)

(.324)

Although 223 children were consented to participate in the pre-test, due to
absences and attrition, it was administered to 207 children. The mean total score was
8.49, with a standard deviation of 5.250. The median total score on the pre-test was 8.
Although the range was 0-22, all the 0 scores were due to absences or dropouts, and
therefore the true range is 1-22. For the post-test, after attrition and absences, the actual
number of participants was 197. The mean total score was 7.13, with a standard
deviation of 5.304, and a mode of 6. On the post-test, the range was 0-22.
For both the pre-test and post-test, the skewness statistic was positive, indicating a
greater number of smaller values. More smaller values or low scores, indicates that the
bulk of children reported low levels of symptoms. For both the pre-test and post-test, the
kurtosis was a negative value reflecting a distribution that may be slightly light-tailed,
which is apparent in the pre-test and post-test frequency histograms (Figures 4.1 and 4.2).
In both pre-test and post-test samples, the peak was around 8.
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Tables 4.4 and 4.5 depict the frequency of total scores for both the pre-test and
post-test administrations.
Table 4.4
Pre-Test Total Score Frequency Table.
WESRIP Total

Frequency

Percent

Cumulative Percent

0

16 (0)1

7.1

7.2

1

7

3.1

10.3

2

10

4.4

14.8

3

10

4.4

19.3

4

8

3.6

22.9

5

15

6.7

29.6

6

15

6.7

36.3

7

19

8.4

44.8

8

23

10.2

55.2

9

14

6.2

61.4

10

12

5.3

66.8

11

17

7.6

74.4

12

5

2.2

76.7

13

8

3.6

80.3

14

8

3.6

83.9

15

11

4.9

88.8

Score

1 All 16 scores of zero were due to absences or attrition. The actual number of WESRIP
Total Scores of zero, was zero.
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16

7

3.1

91.9

17

5

2.2

94.2

18

4

1.8

96.0

19

3

1.3

97.3

20

5

2.2

99.6

22

1

.4

100.0

Adjusting for the 16 absentees and children who were no longer enrolled in the school,
the pre-test was administered to 207 children. With a mean score of 8.49, a median of 8
and a mode of 8,11.1% of the participants endorsed 8 symptom items on the pre-test
WESRIP. Of the remaining participants, 40.6% scored below the mean with total scores
between 1 and 7, and 48.3% scored above the mean, with total scores between 9 and 22.
Figure 4.1
Pre-Test Total Score Frequency Histogram.

Pre-Test Scores

92

This pre-test total score frequency histogram can be described as slightly positively
skewed (.312) with light tails. The visual depiction enables one to see that the majority of
scores on the pre-test center around the eight mark, with the largest number of children,
children endorsing eight symptom items

Table 4.5
Post-Test Total Score Frequency Table.
WESRIP Total

Frequency

Percent

Cumulative Percent

0

28 (l)2

12.4

12.5

1

9

4.0

16.5

2

14

6.2

22.8

3

13

5.8

28.6

4

15

6.7

35.3

15

6.7

42.0

6

18

8.0

50.0

7

14

6.2

56.3

8

19

8.4

64.7

9

12

5.3

70.1

10

13

5.8

75.9

11

9

4.0

79.9

12

6

2.7

82.6

13

9

4.0

86.6

14

6

2.7

89.3

15

6

2.7

92.0

16

3

1.3

93.3

17

3

1.3

94.6

Score

5

i

2 27 scores of zero were actually due to absences or attrition. The actual number of
WESRIP Total Scores of zero, was one.
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18

4

1.8

96.4

19

3

1.3

97.8

20

4

1.8

99.6

21

1

.4

100.0
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Adjusting for absentees and attrition due to children who were no longer enrolled in the
school, 197 children participated in the post-test administration. With a mean score of
7.13, a median of 6 and a mode of 8, 9.1% of the participants endorsed the median of 6
symptom items on the pre-test WESRIP. Of the remaining participants, 34.01% scored
below the median with total scores between 1 and 5, and 56.6% scored above the median,
with total scores between 8 and 22.
Figure 4.2
Post-Test Total Score Frequency Histogram.

Total Scoro on Po*t-Tost

Again, the post-test total score frequency histogram can be described as positively
skewed (.573) with light tails. With two times the standard error of skewness (ses) being
.326, the distribution may be considered significantly skewed. As with the pre-test, the
peak of the curve is centered on 8, indicating that the largest number of children endorsed
8 items of internalizing problems.
Research Ouestionl: Internal Consistency
The first research question addressed the internal consistency of test items on the
WESRIP, and the extent to which all the items reflect the same construct and yield
similar results. This is important, since reliability is a pre-requisite to validity. To assess
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how consistently subjects responded to the items within each administration of the
WESRIP, Cronbach’s alpha was calculated. By examining all possible split-half
estimates of reliability, alpha measures the degree to which responses obtained within a
single test administration correlate with each other. Both pre-test and post-test
consistency estimates are included in Table 4.6. With a recommended standard for
screening decisions of .80 and above, the WESRIP’s alphas of .806 and .819 on the pre¬
test and post-test indicated the WESRIP exhibited good internal consistencies (Salvia and
Ysseldyke, 2004).
Table 4.6
Reliability Statistics.

Test Administration

Cronbach’s Alpha

N of Items

Pre-Test

.806

26

Post-Test

.819

26

Research Question 2: Factor Analysis
Exploratory factor analytic techniques were used to examine the factor structure
of the WESRIP. Since the variables were dichotomous, tetrachoric correlations were
used. The TestFact 4 statistical program was used for analysis of the tetrachoric
correlation coefficients. Principal factor analysis was utilized to calculate eigenvalues
and a scree plot (Figures 4.3 and 4.4) and was generated for each of the datasets (pre-test
and post-test). On both scree plots, two factors were identified for further analysis, based
on the elbow of the plot. In addition, the Kaiser-Guttman rule was considered, which
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suggests the number of factors is based on the number of eigenvalues greater than 1.0.
Due to the large number of factors with eigenvalues greater than 1.0, the most
parsimonious explanation was to select two primary factors, in accordance with the scree
approach. The identified pre-test factors had eigenvalues of 7.14 and 3.49 and the post¬
test factors had eigenvalues of 8.29 and 3.06.
Figure 4.3
Pre-Test Scree Plot.

Figure 4.4
Post-Test Scree Plot.
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The top two factors in the pre-test explained 14.09% and 6.56% of the variability,
and though in total, this only explains 20.65% of the variability, this is reasonable when
dealing with individual items. On the post-test, factor one accounted for 14.58% of
variability and the second factor explained 4.71% of the variability, for a total of 19.29%,
which again, is acceptable for individual items.
Next, maximum likelihood estimation was used as the exploratory factor analysis
extraction method to derive the factor loadings. An oblique promax algorithm was used
to rotate the factor loadings for further examination. Table 4.7 contains the factor
loadings for each item or variable on both the pre-test and post-test administrations.
When determining whether a variable is a defining part of a factor, common practice in
the social sciences is to use a minimum cut-off of .30. Using the .30 cut-off, only three
items on the pre-test and four items on the post-test do not meet this criterion. Factors
with very small loadings do not correlate. All items with loadings over .30 appear in bold
in Table 4.7.
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Table 4.7
Pre-Test and Post-Test Factor Loadings.
Item

Pre-Test

Pre-Test

Post-Test

Post-Test

Factor 1

Factor 2

Factor 1

Factor 2

Loading

Loading

Loading

Loading

1

.143

.393

.007

.327

2

.018

.482

.200

.137

3

.442

-.127

.486

-.058

4

.478

.100

.493

-.114

5

.437

-.125

.419

-.225

6

-.127

.440

-.126

.477

7

.353

-.390

.478

-.107

8

.147

.074

-.024

.469

9

-.065

.502

-.054

.422

10

.465

.112

.439

-.119

11

.455

-.225

.469

-.035

12

.053

.254

.057

.263

13

.437

-.162

.456

.048

14

.460

-.247

.467

.134

15

.489

-.127

.481

.101

16

.366

.225

.295

.377

17

.448

-.232

.400

.122

18

.496

-.132

.454

.136

19

.291

.149

.192

-.024

100

20

.069

.455

.039

.286

21

.393

.240

.476

.007

22

.493

.041

.469

.142

23

.370

.051

.403

-.097

24

.458

.159

.491

.060

25

.376

.141

.432

-.058

26

.477

.096

.470

.022

Note. Items with loadings over .30 appear in bold

Test items were developed to represent five primary categories related to
internalizing problems: Anxiety, Depression, Somatization, Self-Esteem and
Interpersonal Relations. Therefore, in analyzing the two factors, it is possible to examine
the items according to their a priori categorization. Across both pre and post-tests, Factor
1 consists primarily of somatization items related to physical symptomatology associated
with depression and anxiety. Of the other half of the Factor 1 items, one-quarter is
considered to relate to depression and the other quarter cover anxiety. All the items on
Factor 1 consist of concrete physical symptoms and feelings to describe the sensations of
anxiety and depression. Factor 1 could be labeled, “Physical and Emotional
Manifestations of Internalizing Problems.”
Factor 2 does not contain any somatization items. Rather, Factor 2 is comprised of
approximately equal amounts of depression, anxiety and self-esteem items. Compared to
Factor 1 items, the Factor 2 items were phrased in a more positive or neutral manner,
depicting desirable traits and feelings. The second factor could be labeled as “Self
Appraisal.” On Factor 2, positively phrased items are reverse scored, therefore if the child
reports an affirmative response to a positive self-appraisal item, it does not increase their
score, which would indicate an increased likelihood of experiencing internalizing
problems.
The majority of the items loading on to either Factor 1 or Factor 2, but not both.
On the pre-test, the correlation between the two factors was .100 and on the post-test, the
correlation between the two factors was .077. Therefore, the factors can be described as
distinct. There were two items that overlapped factors. Item 7, loaded on both pre-test
factors 1 and 2, and post-test factor 1. Since this item, which was designated a priori as
an anxiety item, loaded on to both factors, it cannot be ascertained whether or not it is
truly belongs on factor 1 or factor 2. Item 16, an item designed a priori to represent self-
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esteem, only loaded on to the pre-test factor 1, and without replicating this loading in the
post-test, it is likely due to sampling error.
In summary, the data from the factor analysis suggests the WESRIP consists of
two distinct factors. Factor 1 is comprised of negative items reflecting physical and
emotional manifestations of internalizing problems. In comparison. Factor 2 is
comprised of positive or neutral items that reflect self-appraisal.
Research Question 3: Test-Retest Reliability
Test-Retest reliability is important in test development to ensure that if the same
test were re-administered to an individual, it would yield similar results. The Pearson
correlation statistic was used to calculate the test-retest reliability. Given the population
(children in Kindergarten and first grade), and possible error, the obtained correlation of
.594 can be considered a moderate test-retest correlation. Internalizing problems can
occur as states, temporary sensations and as traits, more long lasting, enduring symptoms.
With a average time between the pre-test and post-test administration of 4.2 weeks, it is
possible that a child who was feeling anxious or depressed at one point in time, as
measured by the WESRIP, was not feeling the same way on the other testing occasion.
This lack of stability would indicate that the child was experiencing a state of
internalizing problems. If a child responded similarly on both test administrations, it is
more likely that they present with a trait of anxiety and/or depression. Other possible
sources of error between the pre-test and post-test administrations include uncontrollable
influences on the child such as whether or not s/he slept well the night before, whether or
not s/he had breakfast, how s/he had done on recent test or recent interactions with
classmates/family/teachers.
Looking more specifically at individual items. Table 4.8 depicts the Pre-Test and
Post-Test Item Statistics. With a dichotomous answer choice, of yes, or no, the Mean
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reflects the proportion of the participants who responded, “yes” for each item. In other
words, for Pre-Test item 1, approximately one-third of the children who completed the
scale, agreed that they experience the symptom in item 1. When compared to the PostTest item 1 mean, approximately the same proportion of children provided an affirmative
response. When comparing the mean of each item for both pre-test and post-test
administrations, the majority of the items reflect consistent response patterns. Item 9 had
the same mean for the pre-test and post-test yielding a difference of 0. Item 14 had the
greatest difference between pre-test and post-test means, with a difference of .16.

Table 4.8
Pre-Test and Post-Test Item and Item-Total Statistics.
Item

Pre-Test Mean

Pre-Test

Post-Test Mean

Post-Test

(SD)

Corrected Item-

(SD)

Corrected

Total

Item-Total

Correlation

Correlation

1

.37 (.483)

.203

.35 (.477)

.095

2

.09 (.289)

.129

.10 (.296)

.173

3

.43 (.496)

.340

.36 (.481)

.442

4

.37 (.485)

.518

.34 (.475)

.447

5

.39 (.489)

.311

.35 (.477)

.449

6

.14 (.343)

.052

.15 (.360)

.009

7

.29 (.457)

.259

.31 (.466)

.398

8

.07 (.260)

.147

.10 (.296)

.073

9

.24 (.426)

.084

.24 (.427)

.047

10

.31 (.463)

.439

.30 (.459)

.572

11

.34 (.476)

.353

.24 (.430)

.403

12

.22 (.413)

.123

.18 (.383)

.097

13

.51 (.501)

.392

.49 (.501)

.418

14

.50 (.501)

.388

.34 (.475)

.437

15

.39 (.489)

.417

.32 (.470)

.511

16

.15 (.362)

.317

.14(345)

.305

17

.45 (.499)

.321

.44 (.498)

.321

18

.43 (.496)

.458

.36 (.480)

.552
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19

.61 (.488)

.241

.59 (.493)

.162

20

.14 (.343)

.167

.13 (.339)

.076

21

.29 (.457)

.494

.19 (.396)

.572

22

.35 (.477)

.507

.31 (.464)

.489

23

.70 (.461)

.236

.66 (.473)

.276

24

.50 (.501)

.467

.39 (.488)

.507

25

.37 (.485)

.603

.32 (.470)

.618

26

.50 (.501)

.449

.41 (.493)

.391

Although items selected for the revised WESRIP were based on their corrected itemtotals, some items did not hold up during the pre-test and post-tests. That is, upon
administering the revised WESRIP, nine of the items no longer met the original criteria
for acceptable item-total correlation (>.250).
Based on the results of administering the revised WESRIP twice, the instrument
was found to have a moderate test-retest correlation. The consistency from the first
administration to the next can be considered moderate given the age of the sample
(Kindergarten and first grade students).
Research Question 4: Concurrent Validity
An examination of the validity of the WESRIP was undertaken by comparing
self-reported WESRIP scores to teacher rankings of children considered to be
“internalizes” as rated on the modified version of the Systematic Screening of Behavior
Disorders (SSBD). To calculate the relationship between the child’s total score on the
WESRIP (a continuous variable) and the teacher’s ranking of a child as either an
“intemalizer,” or not an intemalizer (a dichotomous variable), biserial correlations were
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used. Table 4.9 depicts the correlations between test administrations and teacher rankings
at the time of those test administrations. The association between both pre-test and post¬
test scores on the WESRIP with the teacher ranking was small and negative, reflecting
little concordance between the two.
Table 4.9
Biserial Correlation.
Biserial Correlation (rbls)
Pre-Test

-.012

Post-Test

-.095

Based on the biserial correlation coefficient it would appear that there is no relationship
between the teacher’s ratings of a child and the child’s ratings for him/herself on whether
or not the child presents with internalizing symptoms.
Research Question 5: Accuracv/Predictive Power
The final research question addressed the accuracy with which the WESRIP
identifies children with internalizing problems. Teacher ratings of a child’s internalizing
symptoms, using the modified version of the SSBD were used as a criterion for assessing
the diagnostic accuracy of the WESRIP. For the purposes of the study, children listed in
the top 25% of their teacher’s rankings were considered “internalizes.” Receiver
Operating Characteristic (ROC) curves were developed to compare the diagnostic
accuracy of the WESRIP with the teacher rankings. ROC curves provide as a visual
representation of the tradeoffs between sensitivity and specificity. In addition, ROC
curves can be used to identify the optimal cut-off scores for decision-making purposes.

When making a decision about whether or not a child may have an internalizing
disorder, the best instruments are those that have small false positive and false negative
rates. With 1 - specificity (i.e., false-positive) on the X axis and sensitivity (i.e., true
positives) on the Y axis an instrument with ideal discrimination would produce a ROC
curve that moves up the y-axis, and hugs the upper left comer of the graph. This would
reflect a sensitive instrument, with good specificity. As seen in Figures 4.5 and 4.6, the
ROC curves yielded from the child self-report using the teacher rankings as a criterion,
are not ideal, hugging the diagonal line. With little if any curve, the pre- and post-test
ROC curves indicate a virtually 50/50 chance of making a correct decision when using
the WESRIP to screen children for internalizing symptoms, in comparison to teacher
report.
Table 4.10
Pre-Test and Teacher Ranking ROC Curve.
Teacher Ranking

Valid N (Listwise)

Positive3

55

Negative

168

Missing

3

3 The positive actual state is Internalizing (according to top 25% by teacher rankings)

Figure 4.5
Pre-Test and Teacher Ranking ROC Curve.

The pre-test area under the curve is .527. Essentially, this means that the
WESRIP’s sensitivity and specificity is no better than a flip of a coin.
Table 4.11
Post-Test and Teacher Ranking ROC Curve.
Teacher Ranking

Valid N (Listwise)

Positive4

55

Negative

169

Missing

2

4 The positive actual state is Internalizing (according to top 25% by teacher rankings)
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Figure 4.6
Post-Test and Teacher Ranking ROC Curve.

ROC Curve

With .490 post-test area under the curve, the result is similar to the pre-test. Since
each gain in sensitivity is matched by nearly the same loss in specificity, the level of
diagnostic validity is again likened to that of flipping a coin. Again, it is important to
recognize that the teacher ranking is used as a criterion, and if the criterion is flawed,
these ROC curves are not appropriate. Since the ROC curves do not indicate adequate
levels of specificity and sensitivity, it is not possible to identify cut-score(s) for the
WESRIP.
In summary, the accuracy and predictive power of the WESRIP cannot be
ascertained at this time, due to an incongruent criterion measure, the SSBD teacher
rankings. Without a comparable instrument, the accuracy with which the WESRIP
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identifies children who are at-risk for internalizing problems, cannot be evaluated.
Therefore, at this time, it is not possible to identify cut-off scores.
This chapter presented the data collected to develop the experimental self-report
measure, the Watkins Early Self-Report of Internalizing Problems (WESRIP). Phase I
contributed to developing the content validity of the WESRIP instrument and
demonstrating that the items were drawn from the internalizing problems domain. From
this analysis of the original pool of items, those that appeared to measure the internalizing
problems construct were selected for the revised version of the WESRIP. The revised
version of the WESRIP was then administered to a sample of children, in two testing
sessions. The data collected from the test and re-test administrations were used to inform
the original research questions. First, the WESRIP was found to have adequate internal
consistency, therefore reflecting consistent results across items within the instrument.
Next, factor analysis techniques, were conducted and two distinct factors were identified,
indicating that the WESRIP is comprised of two different primary variables. Third,
administering the revised WESRIP instrument at two points in time revealed consistent
measurements between the test and retest for the same individual, or test-retest reliability.
However, in an effort to demonstrate that the WESRIP correlated well with a pre-existing
valid instrument, the SSBD, concurrent validity analysis found little similarity between
teacher and child reports of internalizing problems in children. Therefore, the accuracy
of the WESRIP cannot be ascertained at this time. Furthermore, without a criterion to
judge the WESRIP against, cut scores cannot be identified at this time. The following
chapter will discuss these results further, in comparison to other research and literature on
internalizing problems and self-report instruments for use with children.
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CHAPTER 5
DISCUSSION
According to the Standards for Educational and Psychological Testing
(Standards; AERA, APA & NCME, 1999) of the American Educational Research

Association, the American Psychological Association and the National Council on
Measurement in Education, test development occurs in four phases “leading from the
original statement of the purpose(s) to the final product” (p. 37). The first test
development phase is to define the purpose of the test and the construct to be measured.
Second, test specifications are established, including the items, response and scoring
format. Third, test items and procedures are field tested and evaluated. Finally, the test
is assembled for operational use. Although the WESRIP cannot yet be considered a
product ready for operational use, the first three phases of test development have been
accomplished in the current study and contribute to the development of the WESRIP
toward becoming an operational instrument.
In accordance with the phases outlined in the Standards, the purpose of creating
the WESRIP was to enable young children to self-report their experience of internalizing
problems in an early identification broadband screening procedure. The construct called
Internalizing Problems was selected in order to identify the potential for mood difficulties
in general, rather than specific diagnoses. Overall, the WESRIP is intended to be a first
tier screening procedure within a multiple tier process.
With the purpose and construct delineated, the next step was to develop and
evaluate the test specifications. To that end, first the existing literature and available
instruments were reviewed and the range of available test format and administration
procedures were considered. To make this test practical for screening large groups of
young children, a group administration and pictorial (rather than literacy-based) format
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was selected. It was decided that the WESRIP would be developed for use as a normreferenced instrument. Thus, to facilitate decision making, children would be compared
to the each other rather than to a particular criterion. In other words, to screen for an
internalizing disorder, the children would be compared to one another to ascertain who
presented with more symptoms of internalizing problems, and therefore would be
considered comparatively more at-risk for developing an internalizing disorder.
Next, items were created, field-tested and further refined. With a potential item
pool consisting of a larger set of items than would be necessary for the final instrument,
items were field-tested in three test forms with a group of test takers who were
representative of the target population for the instrument. This procedure enabled the
psychometric properties of the WESRIP to be analyzed, and the test items and
administration format to be revised.
Finally, the quality of the items and the test itself were evaluated. With the
revised version of the WESRIP administered in a pre-test and post-test, further analysis
of the psychometric properties was examined and answers to the following original
research questions were gained:
1) What is the internal consistency of the WESRIP for children in Kindergarten
and first grade?
2) What is the factor structure of the WESRIP?
3) What is the test-retest reliability of the WESRIP?
4) What is the concurrent validity of the WESRIP for children in Kindergarten
and fist grade, compared to teacher nominations from the modified version of
the Systematic Screening of Behavior Disorders (SSBD)?
5) What is the diagnostic accuracy of the WESRIP? Is there a justifiable cut-off
score for use in screening?
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The remaining sections of the chapter provide a discussion of the results of field-testing,
refining and evaluating the quality of the WESRIP instrument in relation to the
aforementioned research questions. These findings also are compared to the literature on
internalizing disorders, self-report in young children and the tools currently available for
screening internalizing problems. Finally, limitations of the current research, as well as
suggested future research directions are discussed.
Results of the Present Study Compared to Previous Research in this Area
Before looking at the data findings related to the primary research questions, the
descriptive statistics will be discussed. As a norm-referenced instrument, the distribution
of WESRIP scores obtained from the sample has implications for interpreting results. In
this sample, for both the pre-test and post-test, the peak of the distribution occurred at the
point of 8 items being endorsed, with approximately half of the sample endorsing a total
of 1 to 8 items. This is acceptable, given that mild experiences of internalizing symptoms
are normal. Common childhood fears such as fear of strangers, imaginary creatures, the
dark, and natural environmental conditions such as thunder and lightning are considered
developmentally appropriate for most young children. Furthermore, most of these fears
have an adaptive nature, such that experiencing fear could lead to avoidance of harmful
objects or experiences. In fact, it is often of concern to caregivers if a child does not have
some hesitation regarding potentially dangerous situations such as being overly friendly
with strangers, and taking more risks. Of course, the absence of symptoms could also
indicate that the informant is not accurately reporting the actual experience of symptoms.
The other half of the sample endorsed more items, with a much wider range of
from 9 to 26 items. As illustrated by the frequency histograms, fewer and fewer children
endorsed higher numbers of items. Again, experiencing symptoms of anxiety and
depression are normal experiences, and should not be considered disordered unless the
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experience of symptoms impairs daily functioning, and occurs consistently over time. To
be considered a “disorder,” there must be multiple symptoms present for a minimum
duration, resulting in clinically significant distress or impairment in social, occupational
or other important areas of functioning. Specific criteria are described in full in the DSMIV-TR (American Psychiatric Association, Fourth Edition, Text Revision, 2000).
Internal Consistency
The first research question addressed the internal consistency of the WESRIP.
The extent to which item responses obtained at the same time correlate highly with each
other is critical if a test is to be reliable, and ultimately valid. Based on pre-test and post¬
test consistency estimates, the WESRIP exhibited good internal consistencies with alphas
of .806 and .819. This level of internal consistency is comparable with other reputable
self-report instruments with internalizing components, such as the Behavior Assessment
System for Children, Second Edition (BASC-2; Reynolds & Kamphaus, 2004), SelfReport of Personality (SRP), which has internal consistency estimates for its scales in the
.70s and .80s, and in the .80s and .90s for its composite scores (BASC-2 Technical
Information, n.d.). It also is similar to the Youth Self-Report (YSR) of the Achenbach
System of Empirically Based Assessment (ASEBA; Achenbach, 2001), which has
internal consistency estimates ranging from the low .70s to mid .90s (Furlong & Wood,
1998). The Beck Depression Inventory-Second Edition (BDI-II; Beck, Steer & Brown,
1996) internal consistency estimates also averaged in the low to mid .80s (Victims’ Web
n.d.). In addition, the WESRIP’s internal consistency estimates surpassed other notable
published instruments. The WESRIP demonstrated higher internal consistency estimates
than the Multidimensional Anxiety Scale for Children (MASC; March, 1997), whose
authors set the reliability criterion at .65 for internal consistency (Caruso, 2001). The
Piers-Harris Children’s Self-Concept Scale (Piers, Herzberg & Harris, 2004) lower end of
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total and domain internal consistency reliability estimates also were lower than the
WESRIP, at .60, however estimates extended up to .93 (Oswald, 2005). In their text on
assessment, Salvia and Ysseldyke (2004) recommend an internal consistency coefficient
of .80, and the WESRIP’s low .80s meet this criterion.
Additional evidence that the WESRIP has adequate internal consistency comes
from the initial test development efforts to maximize this type of reliability. Items with
high item-total correlations contribute to the internal consistency of an instrument.
During the initial test development phase, only items with an item-total correlation of+.
250 were included in the following phases of the study. Of the 26 final test items, the
item-total correlations ranged from .251 to .551, with a mean of .364. Again, these
correlations are acceptable, and comparable to similar instruments. According to
Christopher (1999), the Internalizing Symptoms Scale for Children (ISSC; Merrell &
Walters, 1998) has an average item-total correlation of .40, with the majority of the items
exceeding .25. Thus, the internal consistency of the WESRIP as measured by alpha and
item-total correlation coefficients is on par with reputable published instruments.
The research conducted indicates the WESRIP was demonstrated to have
acceptable internal consistency. Further, on this dimension, the WESRIP compares
favorably with published instruments of a similar nature. The finding that the items
correlate highly with one another, reflects reliability, but is also a precursor to validity.
Factor Structure
The second research question addressed the factor structure of the WESRIP.
Based on the exploratory factor analysis detailed in the Results chapter, the WESRIP
appears to be comprised of two distinct factors. An analysis of the items contributing to
each factor resulted in the first factor being labeled “Physical and Emotional
Manifestations of Internalizing Problems” and the second factor “Self Appraisal.” These
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two factors are similar to the two empirically derived subscales of a similar instrument,
the Internalizing Symptoms Scale for Children (ISSC), intended to screen for
internalizing disorders in older children. The ISSC was found to have a “Negative
Affect/General Distress” factor and a “Positive Affect” factor that include “selfevaluative statements,” which roughly correspond to the WESRIP’s Factor 1 and Factor 2
respectively (Merrell, McClun, Kempf & Lund, 2002, p. 228).
The first factor of the WESRIP is comprised of items relating to physical and
emotional symptoms of internalizing problems. The majority of items on the factor are
somatic experiences and includes the terms: throw-up, headaches, tired, stomachaches,
and sleep. The vocabulary used to describe the physical experiences of internalizing
problems is concrete, as a young child can easily decide whether or not they have
experienced those problems. Endorsing items of physical manifestations is more clearcut and objective for the child completing the self-report, as compared to more questions
regarding subjective feelings and experiences that do not have somatic symptoms.
Therefore these Factor One items do not require much subjective consideration. Other
items on the first factor of the WESRIP are less concrete, but still negative in nature,
including feeling: upset, lonely, scared, sad, worried and nervous. Again, these items
apply to a range of internalizing problems including both anxiety and depression.
Similarly, the ISSC’s first factor also includes “items that reflect symptoms of negative
affect (i.e., depression, anxiety, negative self-evaluation) and general emotional and
physical distress” (Merrell et al., 2002).
The “Self-Appraisal” factor on the WESRIP includes items that are more
positively framed, and desirable to endorse. For example, “do you have nice hair” and
“do you like it when the teacher calls on you?” While there are fewer items on this
second factor, these items reflect the child respondent’s sense of independence, self117

esteem and pride. Again, the ISSC is similar in that its second factor items “reflect
positive affect or self-evaluative statements that are inconsistent with the presence of
internalizing symptoms” (Merrell et al., 2002, p. 228).
Since the scope of internalizing problems is broad and consists of multiple
disorders and a range of symptoms, it is interesting that two measures of internalizing
disorders, the WESRIP and the ISSC, both have two distinct primary factors that are
similar. This finding provides evidence of convergent validity, in that two different
instruments purporting to measure the same construct, internalizing problems, are
comprised of similar factors: negative physical and emotional symptoms which are
endorsed and positive symptoms which are not endorsed.
Based on exploratory factor analysis, the WESRIP appears to be comprised of
two distinct factors, that are similar to the factors identified on another published measure
used for the self-report of internalizing problems. The similarity in factors contributes to
the validity of the WESRIP, in that the items and factor structure are similar to those of a
published assessment instrument.
Test-Retest Reliability
The next research question related to the test-retest reliability of the WESRIP.
With a mean of 4.2 weeks between the pre and post-test administrations, the WESRIP
had a test-retest reliability correlation coefficient of .594. Crocker and Algina (1986)
explain that there are few, if any standards forjudging the acceptability of a test-retest
reliability estimate. Rather, “critical factors in evaluating the magnitude of a stability
estimate must include the elapsed time between testings and the age of the examinees”
(Crocker & Algina, 1986. p. 133). Given the sample, consisting of children in
Kindergarten and first grade, this correlation coefficient can be considered moderate to
high. These results support Ialongo, Edelsohn and Kellam’s (2001) findings that children
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in the first grade can report their experiences of mood and feelings with good reliability.
Furthermore, Ialongo, et al.’s data suggested that children, who are as young as 5 or 6
years old, can report on their mood and feelings, with reasonable reliability and validity.
These authors argue that their results “contradict the prevailing wisdom that young
children cannot be counted on to provide either reliable or valid reports of depressed
mood and feelings in large-scale epidemiologic field studies of child development and
psychopathology” (p.745).
Although the test-retest coefficient of the WESRIP is lower than some other
instruments, such as the Children’s Depression Rating Scale Revised (CDRS-R;
Poznanski & Mokros, 1996; 2 week test-retest reliability correlation coefficient = .80),
the Depression and Anxiety in Youth Scale (DAYS; Newcomer, Barenbaum & Bryant,
1994; test-retest reliability correlation coefficient = .70 range) and the Social Phobia and
Anxiety Inventory for Children (SPAI-C; Beidel, Turner & Morris, 1998; 2 week testretest reliability correlation coefficient = .86) these instruments are intended for either
older children, or for administration via interview. These higher coefficients suggest it is
possible that when gathering information in an interview format, a skilled clinician would
enable more stable patterns of response, presumably through moderating questions and
verifying discordant answers. In the case of the child informant, stability also increases
with the age of the respondent. In a study of the reliability of informants using the
Diagnostic Interview Schedule for Children (DISC; Amdur, Mainland, Parker, 19841988), Edelbrock, Costello, Dulcan, Kalas and Conover (1985) found that the reliability
of a child’s report “increased with age and was lower for children aged 6-9 than those
aged 10-13 and 14-18” (p. 265). The finding that data quality tend to improve with age
also has been found in studies measuring physical health conditions such as the
symptoms of asthma that is, in general, reliability of self-report regarding all subjective

119

experiences, improves with age (Olson, Radecki, Frinter, Weiss, Korfmacher, and
Siegel, 2007).
Another factor contributing to higher test-retest reliability coefficients in these
other instruments is the time elapsed between test administrations. With a shorter average
time between the pre-test and post-test (2 weeks) on the published instruments, changes
in response patterns are less likely to occur as a function of historical or maturational
changes in the child’s condition. The test-retest reliability also relates to the issue of
whether what is being measured is a state or a trait. This is the notion that one may
experience a feeling temporarily (state) due to an immediate situation or experience, or
one may experience a sensation for a more prolonged and more permanent period of time
(trait). It is possible that reliability estimates are influenced by the child’s changing state
of internalizing problems, rather than through a misreporting of their experience of the
trait. If the individual reports a state of internalizing problems at one point in time, this
temporary nature of a state could very well lead to different results when assessment re¬
occurs at a later point in time. State anxiety is described as an unpleasant emotional
arousal when faced with threat, demand or danger, whereas trait anxiety is an individual’s
stable tendency to respond with state anxiety when anticipating threatening situations.
When the WESRIP’s test-retest reliability is compared to an instrument such as the Beck
Depression Inventory, Second Edition (BDI-II), which is designed for self-report via
individually administered inventory, the stability is similar to the self-report instrument
(lower limits of BDI-II; test-retest reliability = .48). Nonetheless, given that the sample
population for the WESRIP was Kindergarten and first grade children, and the average
time between test administrations was just over 1 month, the WESRIP’s test-retest
reliability can be considered acceptable for screening purposes.
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Test-retest reliability is used to assess the consistency of a measure from one
administration/assessment to another. Since young children are used as the informant for
the WESRIP measure, the age of informants must be recognized as a salient variable visa-vis its potential affect on test-retest reliability. With younger children being less reliable
reporters, compared to older children or adults, the test-retest reliability results are
somewhat lower than what would be expected of older children or adults. Nonetheless,
considering the age of the sample, the WESRIP’s test-retest reliability is akin to
comparable measures using similar-aged informants.
Concurrent Validity
The fourth research question pertains to the concurrent validity of the WESRIP
with teacher rankings on a modified version of the Systematic Screening of Behavior
Disorders (SSBD). Low levels of agreement between child and teacher reports were
found, thus precluding the establishment of concurrent validity. On both the pre-test and
post-test administrations of the WESRIP the teacher and child ratings yielded small and
negative correlation coefficients, reflecting little agreement between these two raters.
The low levels of concurrent validity suggest the WESRIP does not adequately
measure the presence of internalizing problems through self-report in young children.
One possible reason for the low concurrent validity could be that in fact, the WESRIP
items are not valid, and do not represent the construct of internalizing problems. If the
instrument does not actually measure internalizing problems, then it would not
correspond with another measure of internalizing problems, such as the teacher ranking
scale. However, given that the items were drawn from existing validated instruments, as
well as the literature on internalizing problems in young children, it is unlikely that the
items themselves are invalid.
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Therefore, a second possibility is that the low concurrent validity is actually due
to the use of child informants who were unable to comprehend the meaning of the items
they were reporting on. That is, if the WESRIP items were unclear to the children and
misunderstood, it is possible that they did not provide accurate self-reports. In this case,
the WESRIP results would be invalid, and thus lead to a low correlation with the teacher
rankings. However, efforts were made to make the test items understandable by young
children. For example, the test was administered orally to the children, thus eliminating
the need for reading skills and the item development included several strategies intended
to establish an appropriate level of difficulty of vocabulary and comprehension. For
example, readability formulas were employed, vocabulary word lists were referred to,
and teacher feedback was sought to serve as a proxy for comprehension. First, the Spache
readability formula was used to estimate the grade level of each test item based on the
length of the sentence and the familiarity of words. Next, the test items were evaluated
using the Harris-Jacobson word list to identify at what reading/grade level a word is first
introduced. Finally, teachers were asked to evaluate test item vocabulary to identify
words that they thought would not be understood by kindergarten and first-grade
children. Therefore it seems plausible that the child participants actually did understand
the task and items they were responding to.
A third possible explanation for the low concurrent validity relates to the teacher
ranking criterion measure. Within the school setting, teacher referral is the most common
way that children are identified for evaluation regarding mental health problems.
Therefore, teacher rankings were selected as the gold standard for comparing the
children’s self-reports. However, numerous studies have investigated the agreement
between different informants, and found poor inter-rater agreement between child and
teacher reports. Stanger and Lewis (1993) noted, “children generally reported the most
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problems and teachers the least” (p. 107). Poor correspondence has also been
demonstrated between the child informant and other adult informants, such as parents
(Hodges, Gordon and Lennon, 1990). Thus, in retrospect, comparing teacher and child
ratings may be akin to comparing apples and oranges. Given that most of the literature
suggests that child and teacher reports of the presence or absence of behavior problems
are rarely concordant, perhaps the current findings, in retrospect, should simply be
considered what is to be expected from such comparisons.
A final explanation for a lack of concurrent validity was found between the
WESRIP and criterion measure (modified SSBD Teacher Rankings) could be due to a
combination of the aforementioned factors. If child informant reports were poor due to
invalid items, or inability to understand the questions they were being asked, this could
certainly contribute to the poor concurrent validity. In addition using a criterion measure
with a different informant could add to the poor concurrent validity between the
measures. In sum, there are several possible reasons for the low concurrent validity
between the WESRIP and the established measure. Based on the data collected for the
current study, it is not possible to establish the concurrent validity of the WESRIP. This
should be considered a limitation of the current study as well as an area for future
research.
Accuracy
The final research question pertains to the accuracy with which the WESRIP can
identify children with internalizing problems. The WESRIP was found to have poor
accuracy, and is thus unable to identify accurately children who are truly at risk for
internalizing problems (true positives) versus children who are not at risk for developing
internalizing problems (true negatives). With data indicating an approximately 50%
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accuracy, one can only conclude at this point that the WESRIP is unable to discriminate
between children’s likelihood of risk.
Accuracy is essential if an instrument is to be psychometrically sound and have
utility. Although the WESRIP is not intended to be diagnostic in the sense that it leads
directly to a child being identified with a particular disorder, it does need to have
established accuracy given a goal to identify which children are at relative risk for
developing an internalizing problem. Therefore, the sensitivity and specificity of the test
are important. Sensitivity is the likelihood that an instrument will yield a true positive
result, compared to a “gold standard.” Again, for the purpose of this study, teacher
rankings on the modified SSBD were used as the criterion measure or “gold standard.”
In other words, sensitivity is the probability that the WESRIP would correctly identify
children who are truly at risk for developing internalizing problems, as compared to the
teacher rankings. Specificity refers to the likelihood that an instrument will produce a true
negative result, where truth is determined by a “gold standard.” In this case, specificity is
the probability that the WESRIP would correctly differentiate those children who are
truly not at risk for developing internalizing problems, as compared to the teacher
rankings.
These findings are not acceptable for an instrument intended for use in identifying
children at-risk for internalizing problems, so that they can potentially receive early
intervention. The most plausible explanation of the low accuracy of the WESRIP is low
congruence between child and adult informants. As the results of the concurrent validity
analysis revealed, there was low concordance between the teacher and child reports.
Thus, if adult report is the “gold standard” for determining accuracy, the WESRIP will
require further development to establish its accuracy, and some of that development will
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need to consider whether to either change the child self report format of the WESRIP or
change the “gold standard” to an established instrument that also uses child self report.
Another possible reason for poor accuracy may be due to the WESRIP not
measuring what it claims to measure. The construct of “internalizing disorders” for the
WESRIP was established based on valid and reliable instruments that already exist, in
addition to the literature on children and internalizing problems. However, the items
created to represent the construct could be flawed. Thus, the items would not be an
accurate measure of internalizing problems, and would not be similar to the criterion
measure.
Social desirability also could have been a culprit in contributing to the low
accuracy. Children were tested with their classmates, and often within eyesight of each
other’s answers. Though the test administrators were instructed to remind the children
that there were no ‘right’ or ‘wrong’ answers, and that they should pick the answer that is
‘best’ for them, it is possible that they copied their classmate’s answers, or responded in
the way they thought was most desirable, even if it was not necessarily accurate.
Although the WESRIP is not particularly costly in terms of time or resources, if it
does not yield accurate results, there is no reason to use the instrument. It is possible that
the WESRIP does not measure internalizing problems in young children, thus, it cannot
accurately discriminate children who are at risk for internalizing problems from those
who are not at risk. Again, for the purpose of assessing accuracy, child self-reports on the
WESRIP were compared to teacher rankings on the SSBD. Since it has already been
ascertained that there are serious limitations to comparing teacher rankings with the
child’s report, it is no surprise that when examining both the pre-test and post-test roc
curves, using the teacher rankings as a criterion, the WESRIP’s sensitivity and specificity
of identifying children with internalizing problems appears to be no better than flipping a
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coin. Again, accuracy is considered a significant limitation of the current study and an
area for future research to address.
Although the sensitivity and specificity of the WESRIP has not been established
with this research, it is possible to offer a sample based approach to screening using the
data collected. For the purpose of the WESRIP, screening markers are needed to enable
identification of children at-risk for internalizing problems based on their self-reports.
The mean total score and the standard deviation can be utilized to identify these screening
markers. By identifying how far away an individual score is from the mean, and
comparing an individual child’s score to the spread of all scores (standard deviation), it is
v

possible to identify which children should be considered at-risk. Based on the pre-test
data, the mean total score was 8.49, meaning that on average children endorsed
approximately eight items on the WESRIP. In addition, the standard deviation for pre-test
total scores on the WESRIP was 5.250. Therefore, a score between 8 (mean = 8.49) and
13 (8.49 + 5.250 = 13.74) would be within one standard deviation of the mean. As a
screening marker, one standard deviation above the mean would be liberal, identifying a
child with a score of 14 or higher as at-risk for internalizing problems. A more
conservative alternative would be to use two standard deviations above the mean as a
cutoff for a screening marker. Here, children with a score at or above 19 (8.49 + 2(5.250)
= 18.99) would be identified as at-risk for internalizing problems.
Using the post-test data, the mean score was slightly lower than the pre-test, with
an average total of 7.13 items on the WESRIP endorsed by the sample of children. With
a standard deviation of 5.304, the liberal screening marker of the mean plus one standard
deviation would be 12. Thus, a child with a score above a 12 would be considered at-risk
for internalizing problems in this initial screening procedure. Using a more conservative
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screening marker of two standard deviations, a child with a score greater than 19 would
be considered at-risk for internalizing problems.
A more conservative screening marker would identify fewer children as at-risk for
internalizing problems. However, as a universal screening instrument within a multiple¬
tiered screening procedure, it would be necessary to weigh the costs and benefits of
identifying a smaller sample, and risking that some children who may be at-risk would
not be identified with the more conservative screening marker. Again, the WESRIP was
not developed to be used for diagnosis, but rather to identify those who are at an at-risk
status for potentially developing internalizing problems.
In addition to gathering information to address the primary research questions,
efforts were made to collect information on the teacher’s perspective of the child selfreport instrument, and the ranking scale. These efforts consisted of a teacher feedback
survey sent out to all teachers who participated in the study. In order to make an
instrument practical, so that it will be employed, feedback from potential consumers is
important.
Teacher Feedback Survey
The teacher feedback survey was used to gamer information from teachers on the
WESRIP items and administration. An electronic survey was distributed to all 16
teachers who participated in the study. The return rate was extremely low (12.5%), with
only 2 teachers completing the survey. Regarding the group administration test
procedure, 100% of the respondents felt that the group administration procedure worked
well for the majority of their students and that the test instructions were clear and
understandable for the grade of students that they teach. In an open-ended question
asking the teachers for suggestions to improve test administration, the primary consensus
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was that the wording of the questions was somewhat difficult for children who were
English Language Learners. However, due to the small response rate, this issue was
actually only a problem for a particular classroom in one of the schools, which had an
exceptional population of English Language Learners. An additional suggestion was to
have the test administrators sit with the children at a small table when administering the
WESRIP, however this suggestion was made in reference to a school that used an Open
Classroom setting (classroom without walls in between). In terms of the response format,
100% of the teachers reported that the majority of their students easily understood the
thumbs-up/thumbs-down pictures. In fact, prior to introducing this study, one of the
schools had already implemented thumbs-up and thumbs-down pictures as a part of their
classroom behavior support program. One hundred percent of the respondents also
reported that the modified SSBD teacher ranking scale was user-friendly and easy to
complete.
Anecdotally, the teachers and administrators involved in this data collection
verbally reported to the researcher, that they had never been asked to consider their
student’s mental health related to internalizing functioning, on a wide-scale basis. In fact,
teachers reported to the research that watching their students complete the self-report
form, and finding out how their reports compared to the teacher rankings, intrigued many
of them.
Limitations of the WESRIP Research
With hindsight being 20/20, there are a number of limitations to this study, which
negatively impact the results. The WESRIP’s internal consistency, factor structure, testretest reliability, concurrent validity and diagnostic accuracy are all subject to error.
Identifying the limitations can indicate directions for future research questions.
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Internal Consistency
Although the WESRIP demonstrated acceptable internal consistency, the
instrument may be limited by using only one individual to develop and select test items.
While item-total correlations were used to identify the best items, without feedback from
several experts in the fields of psychology and education, it is possible that the WESRIP
does not adequately represent the construct of interest. In comparison, when developing a
measure test creators often seek assistance from a panel of experts, to select test items.
For example, the Internalizing Symptoms Scale for Children (ISSC) used a panel of
mental health experts to judge items based on their perception of clinical importance
(Martin, 2001). However, Crocker and Algina (1986) argue that, “because measurements
of a psychological construct are always indirect, based on behaviors that are perceived as
relevant to the construct under study, there is always the possibility that two theorists
who talk about the same construct may select very different types of behavior to define
that construct operationally” (p. 6).
Factor Structure
The basis of factor analytic theory is that there are unobservable characteristics,
which cannot be directly measured. Thus, the unobservable characteristics or factors are
estimated through measuring observable attributes. In this study, the unobservable risk
for developing internalizing problems was measured through the observable self-reports
from children. Therefore, the objective of factor analysis was to identify the number and
nature of the factors contained in the item pool comprising the WESRIP. Based on the
scree plot, eigenvalues and the rule of parsimony, the most efficient and economic
solution was to identify two factors. Through further examination, the WESRIP did
appear to be comprised of two distinct factors. However, following the aforementioned
possible limitations of the WESRIP’s item development and internal consistency, it is
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possible this factor analysis would also be flawed. Again, for analyzing the factors and
creating labels, it may be preferable to refer to a team of experts for their perspective on
how the factors differ, and what meaning can be made of the factors identified.
Test-Retest Reliability
Although each child was tested on three different occasions, this was in an effort
to further develop the instrument, and therefore, only the last two administrations can be
compared for test-retest reliability. Based on the data collected, it is difficult to ascertain
whether the child is reporting a fleeting state or a stable trait of internalizing problems.
In other words, if a child reported a high number of symptoms on only one test
administration, but not the other, could we say that s/he was experiencing a state of
internalizing problems? But rather, if s/he endorsed a high number of items on both
administrations, that s/he was experiencing the trait? Without more data points collected
from the same subjects, over shorter and longer periods of time, it would not be prudent
to draw conclusions regarding the persistence or temporal nature of the problem. Yet, for
the intended purpose of a multiple-gated screening procedure, this uncertainty regarding
the inability to distinguish a state from a trait, would be acceptable, as it is more
important to over-identify those at-risk in the initial stages of screening.
Concurrent Validity
A major limitation of the work was the use of the teacher-ranking criterion used
as the gold standard with which to compare the child self-report. Given their close
interaction with children, and the number of hours they spend with children and their
objective perspective, teachers appear to be a logical comparison informant; however,
ample literature suggests that due to lack of agreement between teacher and child reports
of the child’s internalizing symptoms, teacher rankings may not be the optimal criterion
for determining whether or not the WESRIP is a valid and accurate measure of
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internalizing problems. Given this limitation alternate criterion measures could include
parent rating scales, or another valid child self-report measure such as an interview or
individually administered rating scale.
Diagnostic Accuracy
According to Swets (1988) diagnostic systems are not perfectly accurate. For any
criterion, there will be four possible types of decisions: true positives, false positives, true
negatives and false negatives (Swets, 1992). These four possible decisions interact in a
compensatory nature, occurring in proportion to one another. Ideally, one would want to
find the optimal criterion, which Swets describes as an appropriate reflection of the
relative frequency of occurrence (in this case, presence of internalizing problems), and
the benefits/costs of correct of incorrect decisions. However, all these outcomes depend
on a valid criterion measure. In this study, the teacher ranking criterion measure was
found to have poor concurrent validity with the WESRIP, therefore, posing similar
limitations to those discussed in the previous section. Although ROC curves were
created, the best criterion or cut-off score for the WESRIP cannot be identified. Thus, a
limitation to the diagnostic accuracy of the WESRIP is that it cannot produce a high
proportion of correct decisions with low error.
Sample Size
Another limitation to the current study is that of sample size. In developing an
instrument that is intended to screen for internalizing disorders in Kindergarten and first
grade children, the sample size was quite small (pre-test n = 207, post-test n = 197)
compared to the actual population of Kindergarten and first grade students in the United
States. Although Crocker and Algina (1986) recommend that as a general rule, a
minimum sample should consist of 200 examinees, in order to be more representative of
the total population, and yield better accuracy and cut-off point statistics, a much larger
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sample would be ideal. Larger samples could be used in both the initial test development
stages as well as the procedural phases, to contribute to a more technically adequate
instrument. It also is possible that the small sample size affected the test-retest reliability
and factor analysis results. Again, small sample size would limit the generalizability of
the WESRIP’s utility and results.
The limitations identified in this initial test development study directly lead to
directions and questions for future research. Since test development happens in stages
over a period of time, the next section details suggested areas for further study.
Future Research
Further development of the WESRIP towards becoming a technically sound and
operational instrument, will necessitate further research. Also, many of the questions
remaining to be answered are inter-related, and informing of one another. First, to
increase internal consistency, future research could improve item development. With
improved items, factor analysis would need to be reexamined. Following further item
revisions, test administration, and specifically, test-retest reliability would also need to be
re-addressed. Next, to improve validity, a more comparable criterion would be selected,
which would also enable better diagnostic accuracy. Finally, a larger sample size would
enable the results of the WESRIP to be generalized to the population of interest.
First, the internal consistency of the WESRIP could be further improved with
additional revisions to test items. A panel of mental health experts could judge the test
items with the highest item-total correlations, based on whether or not they perceive them
to relate to the construct of interest. Following from the improved internal consistency,
exploratory factor analysis would have to be re-examined to ascertain the most
parsimonious explanation of factors. Revising the test items and understanding how the
WESRIP measures the child’s internal attributes (factor analysis), would make the
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instrument a more accurate and valid means of assessing a child’s risk for developing
internalizing problems. Improving the psychometric rigor to screen for children at-risk
for internalizing problems would ultimately benefit children by better identifying children
at risk.
Next, with revised test items and higher internal consistency, test-retest reliability
can be reexamined. With improved test items, it is possible that the reliability between
different test administrations would also be improved. Administration could also be
altered so that children are asked to select their answers based on whether or not they
believe that they experience a particular symptom more or less than other children their
age. As the WESRIP is intended to be a universal screening measure for identifying
children who are at risk for developing internalizing problems, compared to other same
age children, revised phrasing could eliminate error due to temporal sensations. In other
words, if the WESRIP is limited by poor test-retest reliability, and a possible cause of this
poor reliability comes from the child reporting a normally occurring state rather than an
problematic trait, revised wording could enable more stable and accurate responses.
Again, reliability is an essential feature of a diagnostic instrument and improving. The
test-retest reliability would make the WESRIP a more useful instrument. Therefore,
improving reliability would enable better decision-making, and ultimately benefit
children by identifying children at-risk for internalizing disorders in a more reliable
fashion.
Next, in order to truly judge the validity of the WESRIP, it needs to be compared
to another self-report instrument, standardized for young children. An individually
administered instrument would have been too time-consuming for the current study,
however in a more resource-rich environment, it would be best to compare the WESRIP
to another self-report measure of internalizing disorders as a criterion comparison for
133

concurrent validity. Although there are no self-report instruments which can be used for
a wide-scale screening of internalizing disorders in preliterate children, as the WESRIP is
intended for, there are a number of individually administered measures that could be used
for comparison. Possible criterion measures include, but are not limited to interviews
including the Kiddie Schedule for Affective Disorders and Schizophrenia (K-SADS;
Kaufman, Birmaher, Brent, Rao & Ryan, 1996), or the Children’s Interview for
Psychiatric Symptoms (ChIPS; Rooney, Fristad, Weller & Weller, 1999). Other options
for a criterion measure would be to use a rating scale such as the Behavior Assessment
System for Children, Self-Report Interview (BASC-SRP-I; Reynolds & Kamphaus,
2004), which is has been standardized for children ages 6 and 7. Related to internalizing
problems, the BASC-SRP-I scales would provide information on the young child’s
experiences of anxiety, depression and social stress. One of these instruments, or another
comparable self-report with an internalizing problem composite would be useful for
gamering concurrent validity data. Concurrent validity and Diagnostic Accuracy would
benefit from selecting a more comparable criterion measure. Thus improving decision
making and hopefully benefiting children by early identification and intervention to
intercept potential internalizing problems and make children more resilient.
Finally, with another self-report criterion identified, the WESRIP and the criterion
measure should be tested out with a larger sample size. In order to develop widely
representative norms, it is best to have a large sample size that is more representative of
the true population. It would be ideal to administer the WESRIP and concurrent validity
criterion measure to Kindergarten and first grade children in more states/regions of the
country, with children from a more representative variety of ethnicities and socio¬
economic groups. In addition, in the case of English Language Learners, the WESRIP
items could be translated into the child’s first language, to eliminate misunderstanding of
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questions due to language. A larger, more representative sample size would enable the
tool to be administered to a larger population, and ultimately benefit children by
providing a psychometrically sound screening instrument for early identification of
internalizing problems, complete with distribution of norms that reflects the larger
population.
Test development is a long and involved process and “because psychological
constructs are abstractions which can only be assessed indirectly, the design of
instruments to measure such variables presents several challenging problems” (Crocker
& Algina, 1986, p. 5). However, with a well-developed construct, items, format,
administration and norms, it is possible to create an instrument with the potential to
identify many children and help prevent them from experiencing future mental health
problems and/or lessening the debilitating effects of such problems. Improving internal
consistency, factor analysis, and test-retest reliability, utilizing a more appropriate
criterion measure, and a larger sample size, the overall diagnostic accuracy of the
WESRIP would be improved. It is hoped that with a self-report criterion measure, the
WESRIP would demonstrate more sensitivity and specificity in identifying children atrisk for internalizing disorders. With these data, cut-scores could be created, to make the
WESRIP a more operational tool. Cut-scores would enable professionals to determine
which children are at-risk for developing internalizing disorders based on their score on
the WESRIP. Further efforts to develop a psychometrically sound instrument would in
turn, benefit children by improving early identification efforts.
Implications., Summary, and Conclusions
There is a great need to be proactive in early identification of internalizing
problems. “We know that population rates of emotional disorders are subject to
developmental trends and increase as a function of age” (Kovacs and Devlin, 1998, p.
135

47). Adults with lifetime histories of depression often report initial onset during
childhood or adolescence and early onset is associated with greater lifetime impairment.
In addition, when anxiety and depression co-occur in childhood, the anxiety disorders
often precede depression. This is all the more reason to identity early, and intervene.
Due to the great cost of mental health remediation, preventative efforts are
essential. Prevention requires frequent measurement of behavior in order to
identify those who are at-risk for mental health problems, in addition to assessing
treatment outcomes. Meisels (1991) stated, “the task of transforming the process
of early identification into a more dependable and accurate set of procedures has
never been of a greater urgency” (p. 26). It is understood that by nature
internalizing disorders, are difficult to observe, and best identified through selfreport. Further, there is widespread agreement that early-identification of
problems is the best. Therefore, it would seem to follow that a dependable and
accurate set of procedures for early identification of internalizing problems should
be created as part of preventative efforts. Yet, 16 years after Meisels’ urgent call
for early identification procedures, there is still no published instrument with
which to identify young children who may be at-risk for developing internalizing
disorders at a young age.
Schools hold a privileged position in the early identification of a myriad of
problems facing children. Teachers have a unique perspective, because they interact with
young children on a regular basis, thus making them an ideal watchdog for a slew of
academic, behavioral and emotional problems. Entrance into school enables somewhat
early identification of a number of problems by way of comparing a child to his same age
peers and the external expectations held by the school community. However there are
some problems that even teachers and parents may not be attuned to. Specifically,
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internalizing problems often go unnoticed, because of the nature of the symptoms. Selfreport is perhaps the best way to identify the covert, subjective and emotional experiences
of depression and anxiety. However, children rarely self-report internalizing symptoms
without an impetus, such as being asked directly. Further, it is difficult to ask every child
a series of questions in order to gain understanding of their internal experiences therefore,
it does not happen. Thus, many children suffer silently, and go unrecognized. This is
why a self-report screening instrument is so desperately needed.
A technically sound instrument that could screen large groups of children,
in the school setting, would have great implications for early identification,
leading to intervention and ultimately emotional resilience and mental health.
Without a means of systematic early identification, many children with the
beginning indicators of internalizing disorders will continue to go unnoticed.
Once children are identified, it is more probable that they will receive
some form of intervention. Day and Roberts (1991) estimate that 8 million
school-age children in the United States require mental health services. Yet, very
few children who require mental health services actually get to their community
providers (Pfeiffer & Reddy, 1998). One possible reason for this could be that the
schools are not identifying these children as in need of services. Therefore,
although there is currently a lack of school-based mental health services available,
perhaps in identifying the children who could benefit from school-based mental
health programs, the powers that be will recognize the need for more schoolbased services. Thus, a self-report tool for wide-scale early screening of
internalizing problems would ultimately lead to improved services and outcomes
for children.
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The results of this study contribute to the development of the Watkins Early SelfReport of Internalizing Problems (WESRIP), a measure for early identification of
internalizing disorders based on self-report from Kindergarten and first grade children.
This work is important since young children are often overlooked as informants of their
own problems, due to a lack of instruments available to enable them to report their
feelings and symptoms. In summary, the activities of this research have put this
instrument on the road to development and have made initial contributions to the
WESRIP’s validity and reliability. First, this research has established the WESRIP’s
internal consistency, although technically an estimate of reliability, internal consistency is
a pre-requisite to validity. According to Crocker and Algina (1986), the major types of
validity that remain to be established for the WESRIP include content validity, criterionrelated validity and concurrent validity. In regard to reliability, this research has
established the WESRIP’s internal consistency and test-retest-reliability. An area of
relevant reliability that remains to be established is that of parallel-form reliability.
While further research clearly is needed to make the WESRIP a psychometrically
sound and useful tool, in the future, it may be possible to provide a new perspective on
early identification of internalizing in young children. With the development of an
instrument to use for identifying these children, there likely will be implications for
mental health professionals and educators to identify earlier and intervene sooner. Just as
the ability to identify physical impairments and behavioral disorders necessitates the
development of treatments for those disorders, the need for mental health treatments
provided to young children within the school setting, for internalizing problems will also
increase. In due course, early identification can lead to lifelong improved outcomes for
children.
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APPENDIX A
INITIAL TEACHER SURVEY
Dear Teacher,
I am seeking your expert opinion to help in the creation of a self-report rating scale for
internalizing disorders. Internalizing disorders refer to emotional problems that include
depression and anxiety. Although there are some behaviors that a teacher, parent or peer
can see, which would indicate the presence of these disorders, the best informant is
usually the individual him or herself. In fact, once behaviors indicative of the symptoms
of depression and anxiety appear to outsiders, the problem has usually worsened.
In the interest of early intervention, I am attempting to create an early self report system
which can be group administered to classes of children who may not yet be able to read
or unable to read fluently enough to answer a typical self-report. Ideally, my screening
inventory would be used to identify all children who may be at risk for later developing
internalizing disorders. By finding these students early on, interventions could be
implemented to help prevent the farther development of these problems.
Research has shown that children as young as 5 and 6 years old can accurately and
reliably report internalizing symptoms. However, since many children this age cannot
yet read, I am creating a group administered self-report system that uses pictures and
symbols as place holders (rather than using numbers) for items and responses that would
be read aloud by a test administrator or teacher.
While this system is still in the initial phases of creation, I would like to request your
help. As a professional who works with the population I am interested in, I would greatly
appreciate it if you could help me trouble shoot my test-format. I have attached a
questionnaire. If you are able to, please complete the survey at your earliest convenience
and return it to_.
Additionally, I am hoping to pilot this test either at the end of this school year or the
beginning of next school year, and I am looking for test participants. Again, this
assessment is not for the purposes of diagnosing children with emotional disorders, but
rather to identify children who may be at risk for developing symptoms associated with
depression and anxiety. If you are interested in being a part of this important study,
please indicate so, on the form attached to your questionnaire. I will contact you with
further information when the time comes to move on to the next phase of research. All
questionnaires and personal identification will be separated, so your answers will remain
anonymous.
If you have any questions or comments, please do not hesitate to contact me at
(413) 253-4214 or e-mail me at mwatkins@educ.umass.edu . Thank you very much for
your assistance.
Sincerely,

Maren Watkins, M.Ed., UMass School Psychology Team
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•

In your opinion, if a child was told to select an answer as to whether or not they
believe a statement is true for them, which of the following dichotomous pairs do you
think would be most clear and understandable for Kindergarten and first grade
children?

Example- If asked, does the following statement usually describe you: I like ice cream

The most clear and understandable answer choices offered verbally would be:
a) Yes or No
b) More Yes or More No
c) True or False True or Not True
d) More True or More False
e) Other:_
•

In your opinion, if a child had to select pictures to represent whether or not they
believe a statement is true for them, as in the previous question, which of the
following pairs of picture choices do you think would make the most sense to a
Kindergarten or first grade child? In other words, which pair of pictures would match
the dichotomous answer choices like those in the previous question?

•

Please circle words/phrases listed below that you believe the average Kindergarten or
first grade student may have difficulty understanding. If possible, please provide a
more appropriate synonym or phrase

Nervous

Upset

Sweaty

Usually

Often

Mood

Trouble

Terrible

Cranky

Anything

Life

Scared

Dizzy

Recess

Butterflies in my stomach

The way that I look

I wish

Sometimes

A lot

I feel like

Afraid

Worry

Bother

My mind

Problems

I care (about..)
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We are interested in your professional opinion. Based on your experiences with children
in the Kindergarten and first grade, for each item below please indicate whether or not
you believe most children would be able to correctly identify these pictures if they were
given verbal instructions using the following labels. Please circle either YES or NO for
each item.
If I said put your finger on
the...

And the picture
was
►
(SrsN

Most children would do this
accurately
YES

NO

YES

NO

¥

YES

NO

■

YES

NO

©

YES

NO

"Fish"

YES

NO

"Rain Cloud"

YES

NO

YES

NO

1

"Scissors"

2

"Airplane"

3

"Heart"

4

"Mail"

5

"Smiley Face"

6

7

4

4

4

4

★

8

"Star"

9

"Pencil"

YES

NO

"Telephone"

YES

NO

YES

NO

YES

NO

YES

NO

YES

NO

10

©
11

"Eyeball"

12

"Spider"

<$>

(UU

w
V

13

"Fire truck"

(lTj

y>—y
14

"Present"
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If I said put your finger on

And the picture

the...

was

Most children would do this
accurately

15

"Bed"

YES

NO

16

"Bicycle"

YES

NO

<§b

17

"Bird"

YES

NO

18

"Lips"

YES

NO

19

"Police car"

YES

NO

20

"Ear"

YES

NO

21

"Moon"

YES

NO

22

"Flowers"

YES

NO

23

"Alien"

YES

NO

24

"Key"

YES

NO

C

9

*If you answered "NO" for any of the items, please explain why you believe a child
would not identify the picture with the given label. (Is the picture unclear? Is another
label more common or appropriate?)
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APPENDIX B

Item

READABILITY AND VOCABULARY
Readability Grade
Harris/Jacobson
Equivalent1
Vocabulary Readability2

ANXIETY
Do you worry a lot?
Do you worry about school?
Do you worry about your parents?
Do you worry about going to
school?
Are you afraid of a lot of things?
Are you scared that something bad
will happen?
Are you afraid that you will do
something wrong?
Would you rather stay home instead
of going to school?
Do lots of things bother you?
Do you like it when your parents
drop you off at school?
Would you like to be the star of the
school play?
Do you like it when the teacher
calls on you?
Do you ever feel nervous?
DEPRESSION
Are you sad a lot of the time?
Do you feel upset about things?
Do you usually feel like crying?
Do you have a lot of problems?
Do you feel lonely?
Do you like to be alone?
Do you feel loved?
Do you feel tired?
Do you feel like having fun?
Is it hard for you to fall asleep at
night?
Do you smile?
Do you have bad luck?
Do you like yourself?
SOMATIZATION
Do you feel sick a lot?
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1.54
1.54
1.68
1.82

PP2P2
PP2P 1
PP2PP2
P P 2 P_P 1

1.96
1.96

PP1PP2PP
PP2PPQQ2

2.10

PP1PPQPP2

3.10

PP 3 1 Q2P_P 1

1.68
2.53

P2PP3P
PPPPQP2QPQP1

2.39

PPPPQPQPP1P

2.24

PPPPQP1QPP

3.26

PP 1 Q2

1.96
3.11
3.11
1.82
3.55
1.68
1.40
1.40
1.68
2.24

PPQP2PPP
PPQ2PP
PP2QPQ
PPPP2P2

1.26
1.54
3.55

PP 1
PPPQ2
PPP2

1.68

PPQ2P2

PPO2
PPPPQQ
PPQQ
PPQ 1
PPQPPP
PP2PPP12PQ

Do you get sick a lot?
When you worry, do you feel sick?
Do you get lots of headaches?
Do you get a lot of stomachaches?
When you worry, do you feel like
you are going to throw up?
Are you always tired?
Do you throw up a lot?
When you are worried, do you want
to sleep?
Do your ears hurt for no reason?
SELF-ESTEEM
Are you happy with who you are?
Are you a bad person?
Are you important?
Do you always do things wrong?
Do you wish that you could change
who you are?
Are you smart?
Are you cool?
Do you wish that you looked
different?
Do you like the way that you look?
Do you have nice hair?
Do you feel good about yourself?
INTERPERSONAL RELATIONS
Do people like you?
Do your parents like you?
Does your teacher like you?
Do you wish that you had more
friends?
Do other kids want to play with
you?
Do you have lots of friends?
Do you have a best friend?
Do your friends think that you are
fun?
Do you feel like hiding from
people?
Do you wish that you were invited
to more birthday parties?
Apache Readability Formula:

1.68
1.82
3.11
3.05
2.67

PPP2P2
Q P 2, P P Q 2
PPP2P2
PPPP2P
QP2PPQPPP

P2

Q
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1.40
1.68
2.10

PPQ 1
PP2QP2
QPP2PPPPQ

3.05

PP 21PQ2

1.82
1.54
1.26
1.68
2.24

PPQPPPP
PPPQ2
PP 1
PPQPP2
PPPPPP2PPP

1.26
1.26
1.82

PP2
PP2
PPPPPP1

1.96
1.54
3.11

PPPPQPPP
PPPQ2
PPQPP2

1.40
1.54
1.54
1.96

PPPP
PP2PP
QP 1PP
PPPPPQQ4

3.04

PQ2PPPPP

1.68
1.68
1.96

PPP2P4
PPPPQ4
PP41PPPP

1.82

PPQPPPP

2.39

PPPPPQ2PQQ2

Grade Equivalent =Avg. Number of Words Per Sentence + Percent of Words in Sample
Not Found on Spache Revised Word List
2Harris/Jacobson Vocabulary Readability:
P = Pre-Primer; Q = Primer; 1 = First Grade; 2 = Second Grade; 3 = Third Grade;
4 = Fourth Grade;_= Word not included in Harris/Jacobson Vocabulary

APPENDIX C
WESRIP TEST FORMS
Test Form 1
Practice Item
Item 1
Item 2
Item 3
Item 4
Item 5
Item 6
Item 7
Item 8
Item 9
Item 10
Item 11
Item 12
Item 13
Item 14
Item 15
Item 16
Item 17
Item 18
Item 19

Can you do a cartwheel?
Do you always do things wrong?
Do you have a lot of problems?
Are you happy with who you are?
Do you worry about going to school?
Are you afraid that you will do something wrong?
Do you get lots of headaches?
Do you worry a lot?
Do you like it when your parents drop you off at school?
Is it hard for you to fall asleep at night?
Do people like you?
Are you cool?
Do you with that you had more friends?
Are you always tired?
Do you feel sick a lot?
Do you feel loved?
Do you have nice hair?
Do you have a best friend?
Are you sad a lot of the time?
Do you ever feel nervous?

t

Test Form 2
Practice Item
Item 1
Item 2
Item 3
Item 4
Item 5
Item 6
Item 7
Item 8
Item 9
Item 10
Item 11
Item 12
Item 13
Item 14
Item 15
Item 16
Item 17
Item 18
Item 19

Can you do a cartwheel?
Are you a bad person?
Would you like to be the star of the school play?
Are you afraid of a lot of things?
Do you get a lot of stomachaches?
Do you smile?
Would you rather stay at home instead of going to school?
Do you wish that you looked different?
Do your parents like you?
Do you wish that you could change who you are?
Do you wish that you were invited to more birthday parties?
Do your friends think that you are fun?
Do you feel upset about things?
Do you feel lonely?
Do you throw up a lot?
Do other kids want to play with you?
Do you feel tired?
Do you get sick a lot?
Do you worry about school?
Do you like yourself?
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Test Form 3
Practice Item
Item 1
Item 2
Item 3
Item 4
Item 5
Item 6
Item 7
Item 8
Item 9
Item 10
Item 11
Item 12
Item 13
Item 14
Item 15
Item 16
Item 17
Item 18
Item 19

Can you do a cartwheel?
Do you have bad luck?
Do you have lots of friends?
Do you feel like hiding from people?
Do you like to be alone?
Are you scared that something bad will happen?
When you worry, do you feel sick?
Do you like the way you look?
Do you like it when the teacher calls on you?
Are you smart?
Do you worry about your parents?
Does your teacher like you?
Are you important?
Do you feel like having fun?
Do you usually feel like crying?
When you worry, do you feel like you are going to throw up?
When you are worried, do you want to sleep?
Do lots of things bother you?
Do your ears hurt for no reason?
Do you feel good about yourself?

APPENDIX D
FINAL WESRIP ITEMS
Number

Item

Practice Item
Item 1
Item 2
Item 3
Item 4
Item 5
Item 6
Item 7
Item 8
Item 9
Item 10
Item 11
Item 12
Item 13
Item 14
Item 15
Item 16
Item 17
Item 18
Item 19
Item 20
Item 21
Item 22
Item 23
Item 24
Item 25
Item 26

Can you do a cartwheel?
Do you like to be alone?
Do you feel like having fun?
Do you feel upset about things?
Do you get sick a lot?
When you worry, do you feel sick?
Do you have nice hair?
Are you afraid that you will do something wrong?
Are you smart?
Do you like it when the teacher calls on you?
When you worry, do you feel like you are going to throw up?
Do you feel lonely?
Do other kids want to play with you?
Do you get lots of headaches?
Are you scared that something bad will happen?
Are you sad a lot of the time?
Are you a bad person?
Do you worry about school?
Do you ever feel nervous?
Would you rather stay home instead of going to school?
Do you feel good about yourself?
Do you throw up a lot?
Do you have a lot of problems?
Are you always tired?
Do you get a lot of stomachaches?
Do you feel sick a lot?
When you are worried, do you want to sleep?
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APPENDIX E
MODIFIED SYSTEMATIC SCREENING OF BEHAVIOR DISORDERS
Instructions
Step One:

Carefully study the definitions and examples of internalizing
behavior problems presented below.

Internalizing refers to all behavior problems at are directed inwardly (i.e., away
from the external social environment) and that represent problems with the self
Internalizing problems are often self-imposed and frequently involve behavioral
deficits and patterns of social avoidance. Non-examples of internalizing behavior
problems would be all forms of social behavior that demonstrate social
involvement with peers and that facilitate normal or expected social development.

Examples include:
•
•
•
•
•
•
•
•
•

Non-Examples include:

having low or restricted activity
levels.
not talking with other children.
being shy, timid, and/or
unassertive.
avoiding or withdrawing from
social situations.
preferring to play or spend time
alone,
acting in a fearful manner.
not participating in games and
activities.
being unresponsive to social
initiations by others, and
not standing up for one’s self.

Step Two:

•
•
•

•
•
•
•

initiating social interactions with
peers.
having conversations.
playing with others, having
normal rates or levels of social
contact with peers.
displaying positive social
behavior toward others.
participating in games and
activities.
resolving peer conflicts in an
appropriate manner, and
joining in with others.

Rank order every student from the attached class list.
Based on parent consent, your entire class list may not be included.
Only rank the students on the list provided.

The student in your class assigned the rank of number one is the individual who,
in your judgment, most exemplifies the internalizing behavioral profile described
above. The last student on your list is the one who least exemplifies this
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behavioral profile. Rank order students based on your observations and
interactions with them during the past month or longer.

• Rank order the students on your attached class list* according to the
degree or extent to which each exhibits internalizing behavior.
•

The student who exhibits internalizing behavior to the greatest degree
is ranked first and so on until all students from your list* are rank
ordered.
Student Name

o
§

1

▲

2
3
4
5
6
7
8

{xc

m

• mm

"3
s
La
V

cm

9
10
11
12
13
14
15
16
17

1r

18
19
20
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APPENDIX F
ELECTRONIC TEACHER FEEDBACK SURVEY
•

Welcome.

The following is a brief survey to assist me in developing the Watkins Early Self-Report
of Internalizing Problems (WESRIP). Your input is essential to developing a valid and
user-friendly tool that may one day be used to screen young children for early symptoms
of anxiety, depression, and other problems that are of an internalizing nature.
•

Teacher Info.

1) What grade do you teach?
•

Group Administration Procedure
o

2) Do you feel that the group administration procedure worked well for the
MAJORITY of your students?

o

3) Were the test administrators easy to see and hear?

o

4) Were the test instructions clear and understandable for the students that you
teach (your grade level)?

o

5) Do you have any suggestions for improving the group administration
procedure?

•

Test Items
o

6) Do you think that most of the questions were understood by the
MAJORITY of your students?

o

7) Within the test questions, were there any words or phrases that you think
are confusing or difficult for students in the grade level that you teach? Please
include any suggestions!
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Reponse Format
o

8) Was the response format (circling thumbs up/thumbs down) easily
understood by the majority of your students?

o

9) When asked to select a dichotomous answer choice, what wording do you
think works best for children in the grade level that you teach?

•

■

Yes or No

■

True or False

■

More True or More False

■

Other (Please specify)

T eacher Ranking F orm
o

10) Did you feel that the Teacher Ranking Form was user-friendly and easy to
complete?
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